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Frontal Sinusitis, especially in its chronic purulent and 
muco-purulent forms, by reason of its obstinate resistance 
to the ordinary methods of treatment and of the obstacle 
offered by its anatomical situation to its thorough treat- 
ment by the endo-nasal route, has proven to be one of the 
most unsatisfactory diseases that fall to the lot of the 
rhinologist to treat. The various methods that have been 
employed to overcome its chronic persistence, and the 
many antiseptics and astringents that have each in their 
turn been employed in the form of injections or applica- 
tions, have ali given but indifferent results; so that, at 
the present day, we may consider the affection as belong- 
ing to that category of diseases which require the adop- 
tion of radical surgical measures for their permanent eradi- 
cation. More than twenty years ago radical operations 
were performed upon the frontal sinus, but at that time, 
and until recent years, the external opening of the sinus 
was reserved for those cases having fistulous tracts open- 
ing externally, or where the presence of tumors or other 
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morbid conditions specially demanded the procedure. Of 
late years the external operation has been gaining favor 
over the less radical and, we may say, more risky pro- 
cedure of perforation and curettage of the cavity through 
the endo-nasal route. 

This has for a long time been a subject of more or less 
lively discussion, but recently it has been given a fresh 
impetus by the publication of a communication, tendered 
by Dr. Luc, of Paris, to the Societé Francaise de Laryng- 
ologie de Rhinologie et d’Otologie, at its annual congress 
in the month of May, 1896, in which the author described 
the technique of an operative procedure for the radical 
cure of empyema of the frontal sinus, which, though fol- 
lowing the old method of opening externally and draining 
by the nasal route, presented some most important modi- 
fications. During the foliowing year the operation was 
performed by a number of the author’s confreres, and at 
the last meeting of the society the subject was again 
brought up and discussed, and the method received flat- 
tering commendations from those who had had occasion to 
test its merits. A few unsuccessful results were reported, 
and in the course of the discussion several modifications 
in the details were suggested. The method, the operative 
‘technique of which will be described in detail below, has 
for its essential principles the free exposure of the sinus 
by an opening madein its anterior wall, thorough curettage 
of the interior, free drainage by a large nasal communica- 
tion and immediate closure of the external wound. 


It appears that this operation in its essential features 
was extolled in the year 1884, by Dr. Alexander Ogston, 
of Aberdeen, England, but it did not at that time receive 
the patronage of the profession at large, and the interest 
was only revived last year when Dr. Luc, unaware, at the 
time, of the former treatment of the subject by Ogston, 
first exposed his method of operating and demonstrated 
the favorable results obtained thereby in a series of cases 
upon which he had operated. Before dwelling on the de- 
tails of the operation let us consider first the means by 
which we may arrive most readily at a positive diagnosis 
of suppurative disease of the frontal sinus, differentiate it 
from affections of the other accessory cavities, and recog- 
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nize the indications for the adoption of active surgical 
measures. 

In the majority of cases little difficulty is experienced in 
making a diagnosis; the chain of symptoms being clearly 
recognizable and so unmistakeable in their character as to 
leave little room for doubt. There are other cases, how- 
ever, that present such ill-defined and deceptive symp- 
toms that the means at our command for differentiating 
and localizing the seat of the disease must be brought into 
play before operative measures can be considered justi- 
fiable. 

Patients affected with frontal sinusitis come to us com- 
plaining usually of headache or neuralgic pains referred 
to the frontal or supra-orbital region. It is generally con- 
stant, but may become intermittent in character, and at 
times is of an intensity exceedingly distressing. 

This pain may be present in all cases of sinusitis, and is 
of the same character, location and intensity when the 
maxillary or sphenoidal sinuses or the ethmoidal cells are 
affected as when the frontal sinus aloneisinvolved. Neu- 
ralgic pain, therefore, in the region of the frontal sinuses 
cannot be construed as indicative of frontal sinus disease 
particularly, but rather is evidence in favor of disease of 
one of the sinuses, which may be the frontal sinus. 

Tenderness on pressure, however, in the supra-orbital 
region, accompanied by the neuralgic pain, whether asso- 
ciated or not with temperature, is strong proof of frontal 
sinus implication. The pain and tenderness, when the 
result of frontal sinusitis, is attributed to accumulation of 
pus in the cavity (Bosworth) which, through obstruction 
of the infundibulum, either from inflammatory swelling of 
the mucosa or from the presence of tumors or fungous 
granulations, gives rise to considerable pressure within 
the cavity and not uncommonly causes the objective 
symptoms of bulging of the orbital contents or of the su- 
pra-orbital region. The pus often, in old cases, breaks 
through the thin orbital plate and forms an abscess or a 
fistulous tract beneath the orbital arch. The cerebral 
symptoms due to pressure upon the brain from distention 
of the inner wall of the cavity are but vaguely defined and 
of little practical value in establishing a diagnosis. Per- 
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foration of this thin inner wall may occur and the charac- 
teristic symptoms of acute meningitis or cerebral abscess 
supervene. Amaurosis and diplopia have been known to 
occur where there was displacement of the eyeball. It 
has been claimed that direct percussion over the sinuses 
gives some evidence of their condition, but one can easily 
imagine that such skill would be required to distinguish 
the difference in resonance or pitch of a percussion note 
over the frontal sinus as to render the means of diagnosis 
unreliable and impracticable. 

When escape of the pus takes place through the nasal 
cavity or through a fistulous tract the subjective symp- 
toms of headache or tenderness are not so prominent. 
Discharge from the nose of thick, yellow, creamy pus is 
almost constantly experienced and is only entirely absent 
when there is occlusion of the fronto-nasal canal. Rhino- 
scopic examination shows this pus to come from the middle 
meatus, which, in the majority of chronic cases, contains 
either a mass of polypoid granulations or folds of hyper- 


trophied and degenerated mucosa covering the middle tur- 
binated bone, which sometimes completely fill the meatus. 


If, when this morbid tissue is removed, pus is still seen 
to exude from the middle meatus and the region of the in- 
fundibulum, we have almost conclusive evidence of infec- 
tion of one or more of the nasal accessory cavities. The 
question then presents itself to determine which of these 
gives rise to the purulent discharge, and with the various 
means that are at our disposal at the present day for the 
exploration and transillumination of these cavities we may 
readily arrive at positive conclusions as to the seat of the 
morbid process. When upon examination of the nasal 
cavity pus is seen in the middle meatus or on the middle 
turbinated bone it should be carefully removed with a cot- 
ton tipped applicator, and if it does not reappear at once 
to disclose its point of origin, the patient should be made 
to sit for a few minutes with the head bowed upon the 
knees. Reappearance of the pusin the meatus after a 
few moments adds another link to the chain of evidence, 
and points to the maxillary sinus as the source of the dis- 
charge. 

The flow of pus from the other sinuses is favored by the 
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upright position, that from the frontal sinus and anterior 
ethmoidal cells usually flowing forward over the anterior 
extremity of the middle turbinated bone and from the 
sphenoidal sinus back into the naso-pharynx. 


There is no fixed rule for this, however, which depends 
upon the conformation of the nasal cavity and the pres- 
ence or absence of neoplasms diverting this natural ten- 
dency above described. Some patients do not complain of 
a discharge from the nose, but of a constant expectoration 
of pus which falls into the throat from the naso-pharynx. 
I had the occasion to observe a case of this kind quite re- 
cently at the clinic of Dr. Moure, in which case the left 
maxillary sinus was found to contain pus. There was no 
discharge whatever from the nose anteriorly. but a con- 
stant expectoration of the characteristic creamy pus, which 
found its way from the middle meatus back into the phar- 
ynx. Transillumination of the maxillary sinus can be 
practiced either by means of the Heryng’s lamp, or better 
with the lamp constructed recently for that purpose by Dr. 
Escat, of Toulouse (Fig. 1). 











Fig. 1. Lamp of Eseat. 


This latter consists of a small incandescent bulb with a 
protecting metal tube, attached at right angles to a 
straight handle and is applied directly to the retro-maxillary 
fossa on the inner side of the cheeks. It shows very dis- 
tinetly any opacity from the presence of pus or other mor- 
bid material in the cavity. At last, to clear up all doubt 
as to the presence of pus in the maxillary sinus, explora- 
tory puncture should be resorted to. For this purpose a 
small, slightly curved or straight trochar is passed through 
the nostril and the point rested against the antral wall high 
up beneath the anterior extremity of the inferior turbin- 
ated bone. Here the bony partition is very thin, and only 
a slight tap of the mallet is required to cause the point of 
the trochar to enter the cavity. The trochar is withdrawn, 
leaving the canula in place, through which an injection of 
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sterilized water is made, to verify the presence or absence 
of pus. 

This method of exploration is in general to be preferred 
to catheterization of the natural canal, which is scarcely 
less painful, more difficult, and does not allow free escape 
of the injected fluid. 


Lamp of Escat—Applied. 

Should pus be found in the maxillary sinus we should not 
by any means consider our diagnosis as complete, but should 
then extend our investigations toward the frontal sinus 
keeping in mind the fact that disease of two or more of 
the accessory cavities existing at the same time is unfortu- 
nately common and that it is frequently in the frontal, where 
the train of infection is lighted up. An attempt should be 
first made under the influence of cocaine anesthesia to ca- 
theterize the fronto-nasal canal by means of a small flexible 
canula properly curved to follow the direction of the canal. 
In certain cases this can be accomplished successfully and 
the cavity explored in search of pus. Great difficulty, 
however, is often experienced in finding the orifice of the 
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canal until after the removal of the anterior portion of the 
middle turbinated bone and all granular and polypoid 
masses, and even then it is not always practicable. We 
must depend, therefore, in great measure, upon the trans- 
illumination of the sinus, which is very effectively accom- 
plished at the present day with the aid of a Vohsen’s lamp 
or of the Diaphanoscope of Doctor Moure, of Bordeaux, 
(Figs. 2and 3.) This latter is specially to be commended 
for its effectiveness and convenience. Jt consists, as seen 


Fig. 2. Diaphanoseope of Moure. 


in Fig. 3, of a small-sized incandescent bulb inclosed in a 
wooden metal-lined cylinder, which serves as a handle for 
thelamp. At one extremity are the two posts for the at- 
tachment of the conducting wires, isolated from the handle 
by a hard rubber plate perforated for the transmission of 
one of the conductors to the lamp. The current is turned 
on or off at will, by means of the press-button attachment 
B., through which the circuit is completen. The tube con- 
taining the lamp is surmounted by another tube of gutta- 
percha inclosing a glass cylinder (G.) with a convex ex- 
tremity. This, while serving for the better transmission 


Fig. 4. Drainage tube—(Lue. ) 
of the light, acts, at the same time, as a nonconductor of 
the heat generated by the lamp, and this annoying feature 
is avoided. The parts can be readily detached and the 
bulb renewed when desired. When the instrument is ap- 
plied to the supra-orbital region in a darkened room the 
light is transmitted through the bony walls, and thus, as 
for the maxillary sinus, any accumulation of pus, or the 
presence of the morbid thickening of the mucosa in the 
sinus, is made apparent by a noticeable opacity of the re- 
gion. In some subjects a certain degree of opacity may 
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exist on one or both sides, independent of any morbid con- 
dition, and may be attributed to a natural thickness of the 
integument, or frontal bone, or to diminutive size or entire 
absence of the cavities themselves, conditions which are 
often found in the negro race. Any marked difference, 
however, in the translucency of the two sides, or an absence 
of translucency in one or both sides, can be depended upon 
as an indication of some morbid condition within the frontal 
sinus, the nature of which is usually proven, by the exist- 
ence of such concomitant symptoms above mentioned, to 
be an empyema. Suppurative disease of the anterior eth- 
moidal cells, according to Luc, is but rarely independent 
of frontal sinusitis, and may be recognized, when it exists, 
as further evidence in favor of the existence of the latter 
disease. Among cther authors who do not share this opin- 
ion is Doctor Moure, who claims that ethmoidal disease is 
often independent of frontal sinusitis, and that, though it 
can be readily recognized on rhinoscopic examination, it is 
not easy to say that the disease is limited either to the an- 
terior or the posterior cells. Owing to the intimate con- 
nection between the cells, limitation of the diseased process 
to any special group of cells is rather an improbable oc- 
currence. Rhinoscopic examination in ethmoidal disease 
shows the surface of the middle turbinated bone to be cov- 
ered with a number of small polypoid granulations which 
extend over the lateral wall of the upper nasal cavity. 
Granulations, or polypi, associated with disease of the 
maxillary or frontal sinuses, are clustered above the infun- 
dibulum and are confined to this region. Sphenoidal dis- 
ease presents but vague indications as to its locality, es- 
pecially when it exists in latent form. The discharge usu- 
ally falls back into the pharynx and is expectorated, but, 
as before stated, this not rarely occurs in disease of the 
other cavities as well. In the majority of cases, when the 
nasal cavities are roomy the canal can be catheterized, and 
in some cases pus can be seen exuding directly from the 
orifice of this canal. The diagnosis of frontal empyema, 


or of chronic suppurative sinusitis, once made, it is use- 
less, according to the present tendency, to lose time on 
other measures than those directed toward the free evac- 
uation of the pus and the removal of the focus of the 
disease. 
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Especially in those cases which have followed a chronic 
latent course, with a more or less constant discharge of pus 
or muco-pus from tiie nose, itis necessary to resort to rad- 
ical treatment to avoid that long, tedious and unsatisfac- 
tory treatment by injections and astringent applications. 
In these cases the mucosa has become invariably degen- 
erated, often thickened and granular and nndergoing poly- 
poid change, and mere drainage and cleansing give but 
unsatisfactory results, as a rule, and sooner or later we 
must resort to the complete removal o* this diseased tissue 
to check the suppurative process. 

The technique of the procedure now considered as the 
‘‘Ogston-Luec Operation”’ is simple, and, as before stated, 
differs from the old radical operation in principle only, as 
regards closure of the external wound and the establish- 
ment of a large communication with the nasal fossa. 

It must be borne in mind that the ultimate result depends, 
in great measure, upon the strict observance of details and 
thoroughness in their execution, with the view of completely 
eradicating the diseased mucosa as though it were a ma- 
lignant neoplasm. After having shaved the eyebrow and 
rendered the field of operation as nearly aseptic as possi- 
ble, under chloroform or ether anesthesia, an incision is 
made along the inner third of the orbital arch, just below 
the supra-orbital ridge, and extended to the distance of a 
centimetre obliquely downward along the root of the nose. 
This incision, made for the opening of one of the sinuses, 
leaves but a scarcely noticeable cicatrix, which is almost 
hidden by the regrowth of the eyebrow. Doctor Luc has 
recently expressed his preference, however, for a straight 
horizontal incision, from the center of which, in the median 
line, a vertical incision is carried down to the root of 
the nose. This is done with a view of exposing both 
cavities, which, in his opinion, are so frequently simulta- 
neously involved. Should it be especially desired to avoid 
disfiguration, a separate incision for each side would be 
preferable. In either case the incision is carried down to 
the bone, the bleeding points caught up and ligated, and 
the periosteum detached and retracted to expose the bony 
wall of the sinus. For making the opening through the 
bone we have recourse to the electric drill, the crown 
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trephine, and the gouge and mallet. Of these the latter is 
to be recommended for safety and convenience. The open- 
ing should be made large enough to permit illumination of 
the cavity by reflected light and allow access to all parts 
of the interior for the manipulation ofinstruments. A cir- 
cular opening the size of a ten cent piece is sufficient for 
all purposes. . 
The cavity having been opened and the pus evacuated, 
we arrive at the important stage of the operation, viz., 


Fig. 4. Diaphanoscope of Moure. 
careful curettage of the sinus and removal of all fungous 
granulations and diseased mucosa. The effectiveness with 
which this is carried out influences in no small degree the 
final result of the treatment. With the aid of asmall Valk- 
mann curette every nook and cranny of the little cavity is 
sought out and subjected to the curetting process, special 
care being given to the treatment of the fronto-nasal canal, 
the seat of predilection of these pyogenous granulations. 
Having satisfied ourselves that not a trace of the diseased 
tissue remains to serve as a point of origin for the return 
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of the disease, we proceed with the next important step, 
that of establishing free drainage by way of a large com- 
munication with the nasal cavity. Considerable hemorr- 
hage may occur during the curettage, and momentary. 
packing of the cavity with gauze strips will be necessary 
to keep clear the field of operation. In addition to enlarg- 
ing the natural nasal conmunication, it is the custom to 
remove with a gouge a portion of the floor of the sinus near 
its posterior thin part, not fearing, if necessary, to traverse 
some of the ethmoidal cells in making the opening suffi- 
ciently large. This being done, and before inserting the 
drainage tube, the parts are subjected to an application of 
a twenty per cent. solution of chloride of zinc, a cotton 
mounted applicator being used to apply the solution to 
every part of the cavity. 

Asa drain, Doctor Luc employs a perforated rubber tube 
having one extremity expanded in the form of a funnel 
(Fig. 4), and for its introduction the well-known Panos 
probe, or any flexible probe, is required. The former in- 
strument, as isknown, consists of a handle holding a probe 
so curved as to correspond, in most subjects, to the direc- 
tion of the fronto-nasal canal. With the larger concavity 
of the probe to the front, the point is introduced into the 
opening in the floor of the sinus, and, by a turning move- 
ment, is made to pass into the nasal chamber and present 
externally at the nostril. A strong thread is attached to 
this extremity, and, by the withdrawing of the instrument, 
is made to pass out at the supra-orbital wound. The 
smaller end of the drainage tube is then attached, and, by 
traction on the lower extremity of the thread, is made to 
pass into the canal. Traction is made until the expanded 


extremity enters the sinus and engages at the orifice of the 


nasal communication. 

The tube is cut off below, at the level of the nostril, and 
left in place; the expanded extremity, lying within the 
cavity above, serves as a funnel to collect and carry off all 
p2st operative secretions formed therein, and, at the same 
time, prevent displacement of the tube. 

A little iodoform powder is insufflated into the cavity, 
and, the wound being carefully sutured, a light compress 
of iodoform gauze and absorbant cotton is applied and the 
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operation is completed. As to the after treatment, little is 
required to be done. If no elevation of temperature is de- 
tected, the dressing is not removed until the end of six or 
seven days, sufficient time being allowed for firm union to 
take place. It was formerly the habit of Doctor Luc, in 
the after treatment of his cases, to employ, for the first 
three days, injections through the drainage tube of a tepid 
solution of bichloride of mercury, [-2000; on the following 
days an ethereal solution of iodoform. 

At the present day he dispenses with the bichloride in- 
jections almost entirely and employs instead only the iodo- 
form solution. 

The patient should be given instructions to avoid blow- 
ing the nose too forcibly while the drainage tube is in 
place, and even for several days after its removal, on ac- 
count of the danger of inflating the sinus, tearing the 
sutures in the external wound, and introducing septic 
matter from the nasal cavity. Ina case operated by Doctor 
Moure, of Bordeaux, the patient, while blowing his nose, 
tore loose the sutures in the wound and produced an em- 
physema of the surrounding tissues. A firm compress was 
applied and union took place, however, without serious 
consequences. The question as to how long the drainage 
tube should be left in place is not definitely settled, and 
one is to be guided, to great extent, by the comfort with 
which it is borne by the patient and the quantity of dis- 
charge from the sinus. Both Doctor Ogston and Doctor 
Luc recommend from eight to fifteen days. Doctor Moure 
considers it advantageous to remove the tube after four or 
five days. 

In considering the principle of this procedure from a 
theoretical point of view, one cannot but be impressed with 
this plan for the eradication of the disease. Since, aside 
from the general condition of the patient, the morbid pro- 
cess is confined to the mucous membrane and periosteal 
lining of the sinus, and, as we know, is not specific or ma- 
lignant in character, one is certainly justified in believing 
that, if these diseased tissues are removed completely and 
the cavity rendered aseptic, a return of the disease can 
only take place through a reinfection. Itis, unfortunately, 
often the case that when our theories seem to-be most 
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rational and well founded, the practical test shows them to 
be lacking in some important feature, or else that we have 
failed in their perfect execution. Of course it is the height 
of folly to expect that any operation should be infallible, 
and it is not surprising to hear of occasional cases being 
reported in which this treatment had been followed by a 
renewal of the suppuration in the sinus. 

This has occurred even in cases in which careful atten- 
tion was given, so it was said, to the details of curettage 


and drainage of the cavity and to aseptic closure of the 


external wound. In such cases, if we consider that the 
operation was complete in every particular, we must look 
to the source of reinfection as from the nasal cavity, or 
from existing disease in the adjoining sinus or ethmoidal 
cells. Although Zuckerkandl tells us that, in the vast 
majority of subjects, the septum between the two sinuses 
is of considerable thickness, and agrees with Hajek in 
claiming that frontal empyema is most often unilateral, 
from the fact that the pus penetrates with much more diffi- 
culty through this bony partition than into the orbit or 
cranial cavity, it is a clinical fact, frequently observed, 
that perforation has occurred, and that pus breaks through 
from one cavity into the other. It is possible that Zucker- 
kandl has based his opinion upon observations made on 
the skulls of healthy subjects, and has overlooked the fact 
that the long contact of pus with the bony walls produces 
perhaps some degeneration, or sometimes necrosis, which 
makes perforation not only possible, but probable, in these 
cases of longstanding suppuration. Before operating upon 
one side we should take the precaution to ascertain the 
condition of the other side. Closure of the external wound 
isa commendable feature of the operation, and when proper 
precautions are taken for asepis primary union rarely fails 
to take place, and, thereby, we not only avoid a disfiguring 
cicatrix, as is left in the open method of treatment, but 
suppress, at the same time, this source of constant infec- 
tion from the outside, which certainly predisposes both to 
attacks of erysipelas and a continuation of the suppuration. 
The question has also been discussed as to the probability 
that, with such a free communication with the nasal cavity, 
infection of the sinus would readily occur, especially if 
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there existed an atrophic rhinitis, or other septic condition. 
in the nasal cavity. The results, in this particular, are 
more favorable than might be supposed, and the rapidity 
with which, as a rule, the cavity, once thoroughly curetted 
and cauterized, resumes its normal condition in the pres- 
ence of this large nasal communication has called forth the 
suggestion that the bactericidal properties of the nasal 
mucous may exert a protective influence over the adjoin- 
ing cavity. In one of Luc’s cases, kept under observation 
for a long while after the operation, the interior of the 
frontal sinus could be seen by rhinoscopic examination, 
and appeared always dry and healthy. 

Should any evidence of reinfection occur the parts can 
be again curetted, advantage being taken of the free access 
now offered by this large communication to follow the 
endo-nasal route. In conclusion, we feel justified in saying 
that, with the advantages offered by the Ogston-Luc op- 
eration over the older methods, its simplicity and elegance, 
and the fovorable results it has given, we have at our dis- 
posal a valuable method of operating, the true worth of 


which is yet to be more fully appreciated The fact that 
it has run the gauntlet of criticism by our worthy con- 
freres in France, and has been the subject of their favor- 
able consideration, is a sufficient recommendation for its 
more universal adoption. - 





SOME UNUSUAL AURAL CASES. 
By H. A. ALDERTON, M. D., 
BROOKLYN, N. Y. 
1.—A Case of Diplacusis Binauricularis Echoica. 


Mr. Leslie M., aged 27 years, an athlete rather over- 
trained, came to my office November 23, 1897, complain- 
ing of deafness and tinnitus in the left ear; the deafness 
being noticed accidentally. On examination, he heard the 
watch 12 inches; whisper 45 ft.; speech 45 ft.; external 
ear normal; Mt. somewhat dull and thickened; eustach- 
ian tube easily penetrated by catheterization, with no im- 
provement to hearing. The Galton whistle was heard at 
the mark i1,5;; Weber heard on vortex, forehead and 
teeth, in the middle line, all better in the right ear. 


Tuning-forks: 


With the C III fork by BC, when placed on the mastoid 
process of the left ear, two notes were heard (with the 
finger in the right ear to shut out AC) one a little later 
than the other; at the end of 13 seconds the note heard by 
the left ear ceased, while that heard by the right ear con- 
tinued to be heard for 17 seconds more. The test was re- 
peated a number of times, always with the same result. 
The CIII fork was the only one that gave such a reaction. 
Unfortunately, the patient, though unusually intelligent, 


15 





16 SOME UNUSUAL AURAL CASES. 


because of a lack of musical ability was not able to tell 
whether the interval between the notes was harmonic or 
otherwise. The explanation seems to be warranted that 
the right ear heard the note as elicited, and, because of its 
superior functional ability, heard it across the head, even 
while the left ear was perceiving it; the pathologic 
changes in the left ear were of a nature to alter the mus- 
ical character of the note and to limit its duration, while 
at the same time delaying its transmission so that the ef- 
fect of an echo was produced. Bone conduction through- 
out, except for the C iv fork, was reduced. We must, 
therefore, believe that we had to do with a change in the 
transmitting apparatus as well as of the perceiving appa- 
ratus, even though the Rinné does not lend countenance 
to this stand. 

Il.—Two Cases of Peculiarly Shaped Exostosis of the Ex- 

ternal Auditory Canal. 


Case I.—Bertha W., aged 18 years, came to me Jan- 
uary 13, 1898, giving the following history: For six and 
one-half months has had an occasional shrill whistling 
noise in both ears; hearing good; for two to three weeks 
some swelling and tenderness of the inferior maxillary ar- 
ticulation; itching in the canal. No history of rheuma- 
tiem in the family, but she herself has had rheumatic 
pains in the knees, etc. Examination A. D.: Canal 
dry; Mt. pale and the manubrium is very long, curved 
and spatulate at its lower extremity. A.S., same. The 
point of particular interest was the existence of a sharply 
defined pyramidal exostosis on the superior portion of the 
posterior canal wall, about 3 mm. in height, and the same 
distance from the Mt., the apex pointing directly toward 
the short process of the malleus (see Fig. 1). It was a 
true cone, the base being vascular, the apex white as 
ivory; the whole hard to the touch of the probe. There 
was no other abnormality about the canal, and there had 
never been any suppurative trouble. Evidently growth 
was still taking place at the pinkish, vascular base, 
whereas the apex was simply being pushed outward and 
had become ivory-like in look and consistency. 

When presented at the New York Otological Society, no 
other explanation of this peculiar growth conld be given 
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than that it was a local gouty manifestation of the consti- 
tutional diathesis. 

Case II.—James P. O., aged 40 years, referred to me by 
Dr. William Simmons, January 30, 1898. Hardness of. 
hearing in both ears for six years, with constant, aggra- 
vated tinnitus in the left, following sea-water bathing. 
Gives rheumatic history; never has had syphilis. Ex- 
amination of A. S.: Auricle normal; Mt. thickened with- 
out showing any evidences of cicatrization; watch heard 
13”; BC better than AC for the two lower forks; dura- 
tion of BC fair; Galton 1,%,; Weber equal. Description 
of right ear not pertinent. About 2 mm. external to the 
bony edge of the pars epitympanica, and anteriorly, is 
such another exostosis as in the previous case. The apex 


is white and hard and directed a little inferiorly to hor- 
izontally backward, pointing toward the short process of 
the malleus; the base is pinkish. The growth is also 


truly cone-shaped and about 2-2} mm. in height. The 


manubrium is not spatulate (see Fig. 2). 

The rarity in these two cases consists in the peculiarly 
sharp cone shape as occurring in the external canal; 
those exostoses usually occurring in this region being 
much broader and mostly without the marked vascularity 
at the base, while those occurring onthe pars epitympan- 
ica are, in the writer’s experience, more or less pedunc- 
ulated, or else similar to those in the other regions. No 
member of the New York Otological Society present at the 
meeting remembers to have seen a similar case. The 
other peculiarity is the absence of all cause for the growths 
except that such might be attributed to the gouty or rheu-" 

» 
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matic diathesis, or possibly to sea-bathing, in the second 

case. 

Ill.—Case of Marked Vertigo Following Stimulation of the 
Nerve Endings of the Middle Ear, Without any Change 
in Labyrinthin Tension, 

Female, aged 30 years, with an otitis media purulenta 
chronica following measles twenty-two years previously. 
The carious ossicles (malleus and incus) were removed 
by the writer, and the stapes was in sight. Syringing or 
pressure on the stapes produced vertigo, but, at times, so 
does an applicator armed with cotton when applied, under 
illumination, to regions of the middle ear cavity so far re- 
moved from the labyrinthin fenestra that it would be 
impossible to accept any disturbances of labyrinthin ten- 
sion. There was no caries of the inner tympanic wall. 
This case is one evidently supporting Barr’s theory. He 
says, ( British Medical Journal, May 1, 1897.) ‘“‘It is 
very probable that many cases of giddiness from middle 
ear pressure are due to reflex action excited by irritation 
of the nerves distributed in the mucous membrane of the 
ear. There is not only a close relationship between cer- 
tain branches of the auditory nerve and the center of 
equilibrium in the cerebellum, but there seems also to bea 
reflex connection between the nerves of the middle ear 
and this center, so that when the former are irritated the 
later is apt to become disturbed.”’ 

This patient, on such irritation, loses her balance and 
staggers, and would fall but for support; the pupils dilate 
and she has the feeling as though the eyeballs were turn- 
ing round, though no such motion is perceptible to the ob- 
servor; there is a feeling of oppression in breathing, with 
sighing respiration; the heart’s action seems to be op- 
pressive, the pulse is not accelerated, but very much weak- 
ened; a general feeling of great weakness follows; the 
head cannot be kept still, but moves to and fro; vision is, 
for the time being, greatly obscured. There is no twitch- 
ing of the muscles. 

One might think of hysteria or of epileptoid seizure in 
this case, but the writer thinks he is right in excluding 
these conditions here, after having very carefully ob- 
served the manifestations and causation may times. 

138 Clinton St. 
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DISEASES OF THE NOSE AND THROAT IN RELA- 
TION TO GENERAL MEDICINE.* 


By F. DE HAVILLAND HALL. 


[Abridged by H. W. Loeb, M. D., St. Louis. ] 


The lecturer takes the position that the laryngoscope 
and nasal speculum are of greater importance to the gen- 
eral practitioner than the ophthalmoscope, and that the 
therapeutic possibilities of the two former are abundant, 
while those of the latter are very limited. In considering 
the subject of the lecture, it is proposed to take up the gen- 
eral diseases one by one, and to discuss the nose and 
throat diseases in relation to them. 

As a preliminary to the description of nose and throat 
affections of the acute specific diseases, the lecturer calls 
attention to the extreme importance of the nose and throat 
as portals of entrance of the poisons giving rise to these 
diseases, and to the evidence that those who suffer from 
nasal affections are more liable to contract infectious dis- 
eases. Excluding water-borne diseases, as cholera and 
dysentery, almost all other infectious diseases are con- 
veyed by the air, and hence the morbific agent enters 
through the nose or throat. 

Two cases of scarlet fever, following galvano-cautery 
operations upon the nose, have pointed out the danger of 
operating upon those who are exposed to infectious dis- 
eases. The practical conclusion therefrom is to abstain 
from operations during epidemics of influenza, or other 
infectious diseases. The influence of the tonsils and the 
adenoid tissue in guarding the system against infection is 
such that the beneficial results of Wilhelm Meyer’s dis- 
covery will be a lessened amount of danger in scarlet fever 
and diphtheria, and especially a great diminution in middle 
ear diseases. 

*Lettsomian Lectures, delivered before the Medical Society of 
London, February 1, February 15, and Mareh 1, 1897.—( Lancet.) 
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Most of the infectious diseases give rise to a catarrhal 
condition of the upper air passages, especially measles. 
In some epistaxis results, a common prodromal symptom 
of enteric fever. The naso-pharynx may be the starting 
point in influenza, and the larynx is particularly concerned 
in diphtheria, smallpox and enteric fever. 

Smallpox.—tThe disease is occasionally ushered in with 
catarrhal symptoms, sneezing, epistaxis, intolerance to 
light, lacrymation, sore throat, with redness and swelling 
of the palate and tonsils, hoarseness and salivation. Epis- 
taxis may be profuse in the malignant form. Pustules 
have been seen in the nostrils, mouth, pharynx, larynx, 
and even in the bronchia. In the mouth they appear as 
whitish grey, slightly elevated spots, which soon soften 
and form superficial ulcerations surrounded by a red zone. 
Inflammatory swelling and abscess of the palate sometimes 
occur. The larynx may be the seat of an inflammatory 
process, or there may be a papular or pustular eruption. 
In severe cases great swelling of the laryngeal mucous 
membrane may occur, and ecchymotic spots and sub- 
mucous hemorrhage have been found. Ulceration, with 
necrosis and extrusion of the cartilage, followed by steno- 
sis and ankylosis, sometimes result. Diphtheria may be a 
complicating affection. 

Varicella.—A mild sore throat anda varicellous eruption 
of the buccal mucous membrane have been found by 
Rondot. In typical cases vesicles, with reddened bases, 
may be seen on the palate; on the lips, tongue and cheek 
small round superficial ulcers occur. Rarely is the erup- 
tion found in the larynx, in one case the symptoms being 
mistaken for those of laryngeal diphtheria. 

Measles.—The sneezing and running of the nose, which 
are the earliest premonitory symptoms, indicate the exist- 
ence of acute nasal catarrh, which generally disappears 
with the rash, though, through unfavorable surroundings, 
it may be continued as a chronic purulent rhinitis. The 
discharge, at first clear and watery, soon becomes muco- 
purulent and excoriates the upper lip. Epistaxis occurs, 
and occasionally is a menace to life. Wolff considers that the 
accessory cavities are always affected, a statement which 
is to be taken with considerable allowance, in view of the 
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rarity of acute affections of these cavities. The eruption 
almost invariably appears on the roof of the mouth, pre- 
ceding that on the skin. In delicate children severe stoma- 
titis and cancrum oris may develop. The tonsils and phar- 
yngeal mucous membrane are generally inflamed, and 
rarely the inflammation spreads to the eustachian tube. 
Laryngeal catarrh, with hoarseness and irritable or croupy 
cough, occurs, and, in rare cases, symptoms of laryngeal 
obstruction may be discovered. Ulceration of the laryn- 
geal mucous membrane, abscess, edema, complete aphonia, 
membranous laryngitis and laryngeal paralysis are among 
the rarer complications. 

Rotheln—German Measles.—Slight nasal catarrh, sore 
throat resembling that of the early stage of scarlet fever, 
moderate swelling of the tonsils, are the concomitants of 
this disease. 

Scarlet: Ferer.—In severe forms the nose and naso- 
pharynx become affected by extension from the pharynx 
and the eustachian tube, followed by otitis media and its 
sequela. At the commencement the inflammation of the 
mucous membrane may be catarrhal, but later it becomes 
muco-purulent, filled with streptococci, whose absorption 
results in cervical adenitis and abscess, purulent otitis 
media, endocarditis, pleurisy, etc. If the nasal discharge 
occurs during convalescence, it should be bacteriologically 
examined, as post-scarlatinal diphtheria may attack the 
nasal passages primarily or exclusively. The lecturer 
doubts the frequency of sinus involvement. Membranous 
sore throat may appear (1) during the period of eruption, 
(2) during convalescence, or even later. In the former in- 
stance, though it be whitish grey, thick and adherent, and 
scarcely to be distinguished from the diphtheritic membrane, 
it is due to streptococci. It does not spread to the larynx 
and does notrecur. In the latter instance (2),the membrane 
contains the Loeffler bacilli, accompanied by streptococci, 
and it is, therefore, a grave complication. Diphtheria may 
occur as a complication of the early stage of scarlatina, 
but this is a rare mishap. Dr. Goodall thinks that diph- 
theria is introduced into certain hospitals from mild cases 
of diphtheria inadvertently admitted as scarlatina, and he 
doubts the susceptibility of scarlatinal cases for diphtheria. 
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Laryngeal complications of scarlet fever, other than those 
due to the accompanying diphtheria, are rare; however, 
ulceration, fixation of the vocal cords, arthritis, and anky- 
osis, have been observed. 

Whooping- Cough.— Almost always begins with a ca- 
tarrhal stage, and epistaxis is common. There is a differ- 
ence of opinion as to whether there are any constant changes 
in the larynx. 

Influenza.—The micro-organism of this disease, almost 
certainly that described by Pfeiffer, seems to attack the 
mucous membrane, which almost always bears the brunt 
of the disease. The nose being the chief portal of entrance 
of the specific bacillus is early affected, shown in the ex- 
cessive sneezing, obstruction, profuse discharge, epistaxis, 
anosmia, parosmia, which are frequent occurrences. Other 
complications are acute inflammation of the antrum, naso- 
pharyngeal inflammation, otitis media, acute follicular in- 
flammation of the pharyngeal tonsil, vesicular eruption of 
the palate, acute pharyngeal catarrh, the mucous mem- 
brane being edematous and purple in color; follicular ton- 
sillitis. with or without peri-tonsillar mischief; phlegmonous 
pharyngitis, membranous exudation upon the palate, laryn- 
gitis of all degrees of severity, sometimes hemorrhagic in- 
filtration of the cords (Fraenkel), ulceration of the vocal 
cords, swelling of the ary-epiglottic folds, abscess of the 
larynx, paralysis of the larynx, the most common being 
that of the adductors and tensors. 

Enteric Fever.—In enteric fever there is a tendency to 
a catarrhal state of the mucous membranes. Deafness, re- 
sulting from extension of the catarrhal process to the tubes, 
and their consequent occlusion and epistaxis, are com- 
mon. The latter isan early symptom. Buccal ulcerations, 
oval or round in shape, with regular or undermined mar- 
gins, occur, and, according to Tripier, they run a course 
absolutely parallel with the intestinal lesion. Devic has 
found them in one-sixth of the cases; they do not affect the 
prognosis and they are to be treated with antiseptic lotions. 
Erythema of the pharynx and enlargement of the tonsils 
are early symptoms, pharyngeal ulcerations are unusual 
and herpetic eruptions of the mucous membrane of the 
pharynx and mouth are occasional, according to Morrell 
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Mackenzie. <A secondary diphtheritic deposit, which may 
occur in the third week, is a serious, and fatal, though 
rare, complication. The laryngeal complications are not 
severe, as a rule, until the third week, being of the type of 
a mild laryngitis, slight injection of the larynx, and in- 
creased cell-proliferation. In the third week the symp- 
toms, hoarseness and feebleness of voice, dyspnoea (chiefly 
affecting inspiration), pain and dysphagia, appear. Swell- 
ing of the arytenoids, and of the ary-epiglottic folds, and 
some ulceration, may be found upon laryngoscopic exam- 
ination. Increasing dyspnoea may require tracheotomy, 
and death may result from a laryngeal ulcer, spreading 
down into the connective tissue and giving rise to sub- 
cutaneous emphysema. The chronic variety generally 
occurs during convalescence, the patient presenting the 
usual signs of laryngeal stenosis. If recovery takes place 
without tracheotomy, some trouble in connection with the 
voice and breathing may result from cicatrization of the 
ulcerated parts. 

Another class of cases, to which the name of laryngo- 
typhoid has been applied, is that in which the poison of 
typhoid is, at the onset, focused on the larynx, so that the 
symptoms of the local affection may, up to the end of the 
first week, so completely mask the underlying febrile state 
that the diagnosis cannot be made until the characteristic 
eruption and other symptoms appear. Dr. P. Watson 
Williams reports five cases pointing to the possibility of 
typhoid being communicated by the breath. This method 
of communication is, of course, most likely to occur in 
laryngo-typhoid. Patients. with any previous tendency 
to laryngeal affections, seem to be more liable to laryngo- 
typhoid than others. 

Edema of the larynx may occur as a result of any of the 
laryngeal! complications of typhoid. Paralysis of the vocal 
cords may occur. Lublinski has seen five cases, in one 
bilateral abductor paralysis, in three paralysis of one re- 
current nerve, and in one paralysis of both recurrents. 
The paralysis may be due to pressure by enlarged glands. 
thickened pleura, or the existence of anterior polio-mye- 
litis, or a peripheral neuritis due to toxines must be as- 
sumed. 
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Dr. Kanthack and Dr. Drysdale recently read a paper 
based upon the post-mortem records of sixty-one cases. 
In fourteen there was a loss of substance in the larynx, 
and, as in eight cases the larynx was not examined, ul- 
ceration was found in 26 per cent. of the fatal cases. 
This shows a greater per cent. than Hoffmann’s figures 
quoted by Fagge and Pye-Smith. According to Kanthack 
and Drysdale, the ulceration is frequently seen over the 
tip of the edges of the epiglottis, and in the neighborhood 
of the processus vocalis. Dittrich assumed that they were 
of decubital origin, Rokitansky pronounced in favor of 
their typho-genetic origin, which, however,clinical evidence 
and recent bacteriological examination tend to disprove. 
The writer inclines to the view of Kanthack and Drysdale 
that they are due to fresh infections with pyogenic organ- 
isms, gaining a foothold on debilitated tissues, although 
it is not denied that, in an individual case, the typhoid 
bacillus may have escaped and caused the lesion. In dis- 
cussion, Dr. Jobson Horne noted that, in some instances, 
the laryngeal ulcer proved to be of a tuberculous nature 
from which he concluded that typhoid may be a possible 
etiologic factor in laryngeal tuberculosis, and that the 
tuberculous diathesis may be an etiologic factor in typhoid 
ulceration of the larynx. In typhoid ulcerations of the 
larynx there is a tendency to suppuration about the car- 
tilages, leading to necrosis and extrusion, and to destruc- 
tive changes in and about the crico-arytenoid joints. 

Erysipelas.—Chronic nasal affections play an important 
role in the production of facial erysipelas, and hence the 
orifice of the nostril is the favorite starting point Ery- 
sipelas of the pharynx and larynx has been much bet- 
ter understood since the streptococcus erysipelatis has been 
recognized as the cause of the disease, and when this bac- 
terium is proved to be identical with the streptococcus 
pyogenes, it will be still more simplified. The writer favors 
the view of Semon, who maintains that erysipelas, phleg- 
monous pharyngitis, angina ludovici and similar condi- 
tions are modifications of the same process, differing in 
their virulence or place of development. 

Mycosis Fungoides.—The writer, in 1895, reported the 
first case in which the tumors were found on the posterior 
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and lateral walls of the pharynx and on the left arytenoid. 

Rheumatism.—While Freudenthal describes rheumatism 
of the nose, the writer has not been able to assure himself 
of the causal relation of rheumatism to nasal affections. 
Existaxis, frequently seen in acute rheumatism, is almost 
invariably due to salicylate of sodium. Lacunar inflam- 
mation of Luchka’s tonsil is sometimes due to rheuma- 
tism. Pharyngitis is a common complication of rheuma- 
tism and usually precedes the articular pain, though 
sometimesit appears after the disease has manifested its 
presence. The rheumatic origin of tonsillitis is now fully 
recognized, and while cases do ocecurin which endocar- 
ditis and pericarditis occur, they are rare. Suchannek 
claims that acute multiple articular rheumatism is an in- 
fectious disease which runs the course of an attenuated 
pyemia, the infection entering through ‘‘Waldeyer’s ring.”’ 
Sometimes rheumatism affects the muscles of the pharynx, 
giving rise to pain in the pharynx, aggravated by swallow- 
ing, which is readily relieved by salicylates. The larynx 
is seldom affected, yet the writer includes swelling of one 
or both ary-epiglottic folds accompanied with pain on deg- 
lutition in patients otherwise affected with rheumatism. 
Rheumatism of the crico-arytenoid articulation is well 
recognized, and cases have been reported by various au- 
thors. 

(Jout.—Tophi are found in the skin of the nose. In hay 
fever there is much to be said about the gouty origin, and 
attention to the general health is of great service in the 
treatment of the paroxysms. The pharynx is frequently the 
seat of trouble in gout, and the appearance of the gouty 
throat is characteristic, the soft palate, fauces and poster- 
ior wall of the pharynx presenting an engorged, congested 
appearance. Gouty deposits are found in the crico-ary- 
tenoids (rare, according to Norman Moore), upon the 
arytenoid cartilages, in the cords and crico-arytenoid liga- 
ment. 

Rheumatoid Arthritis,—Casselberry has recorded a case 
in which the arytenoid joints were affected. 

Leukemia.—Several cases of laryngeal stenosis, due to 
leukemia, have been reported. Leukemic infiltration of 
the larynx is a grave complication, usually requiring 
tracheotomy, and soon followed by death. 
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Hodgkin's Disease.—Edema of the pharynx and uvula, 
swelling of the epiglottis and ventricular bands have 
been observed. 

Lymphatics.—Paralysis is sometimes due to a swollen 
lymphatic gland. 

Hemoptysis.—This symptom, which is often one of great 
anxiety, may be due to hemorrhage from the gums, var- 
icose ulcer on the posterior surface of the septum, small 
ulcers and vascular rupture in hypertrophid tonsils, en- 
larged vessels in pharynx, varices on the tongue, dilated 
vessels and ulceration of the larynx. 

Bronchitis.—Those who suffer from nasal stenosis are 
especially liable to bronchitis, and therefore it should be 
relieved. 

Asthina.—While it is claimed that asthma is usually de- 
pendent upon nasal disease, the writer has never been able 
to cure acase of asthma by removal of polypi. In addi- 
tion to polypi, other conditions are found associated with 
asthma, such as spurs and crests upon the septum, hyper- 
trophic and atrophic rhinitis and adenoids. 

Kimphysema.—Any of the various causes of nasal ob- 
struction may, asa result of pharyngeal and laryngeal 
catarrh and consequent irritable cough thereby produced, 
‘give rise to emphysema. The writer has seen the progress 
of an emphysema checked by an amputation of the uvula, 
also by treating granular pharyngitis. 

Paeumonia.—The writer believes that pneumonia, like 
acute rheumatism, may follow tonsillitis. 

Shape of the Chest.—Any interference with free nasal 
respiration in early life will give rise to a characteristic 
deformity. Adenoid vegetations, rather than hypertroph- 
ied tonsils, are the most common cause. Tubby gives the 
following as the changes in the thorax: ‘‘The chest is 
bulged at its upper and middle part and retracted in its 
lower part and excavated. The sternum is not so keel- 
like as in rickets and the lateral vertical grooves are ab- 
sent. The antero-posterior diameter is increased while the 
transverse is diminished.”’ 

Diseases of the Circulatory System.—Infective endocar- 
ditis may have a tonsillar origin. Von Stein claims cardiac 
neuroses are often due to hypertrophy of the inferior tur- 
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binals and that the neuroses disappear after turbinal cau- 
terization. Tachycardia and also a slow pulse may result 
from intra-nasal diseases; the former has been observed 
to follow excision of the larynx. 

KReophthaliic Goitre.—The symptons of exophthalmos, 
palpitation and goitre have been known to disappear after 
removal of part of and cauterization of the turbinates. 
Improvement has followed the relief of various other intra- 
nasal affections, especially polypi. 

Aneurysm.—When the left cord is immobile in the ca- 
daveric position, one must first think of pressure of an 
aneurysm of the aorta upon the left recurrent. It is only 
after this has been excluded that other paralyses need be 
considered. The first effect of recurrent paralysis is to 
cause abductor paralysis on the affected side, and as this 
condition presents such slight symptoms, it is frequently’ 
overlooked where a laryngoscopic examination is not 
made. When the adductor fibres become implicated the 
cord assumes the cadaveric position and change in the 
voice becomes marked. In 16 of the writer’s private cases 
all were males from 29 to 61,in one there was bilateral 
paralysis of the abductors, in eight the left cord was ina 
sadaveric position, in five there was impaired movement 
(loss of abduction) of the left cord, and in two the laryng- 
eal appearances were normal. The right was only affected 
in the cases of bilateral paralysis. If the sac of the an- 
eurysm involves the innominate artery the right recurrent 
may be implicated or the trachea may be displaced by the 
aneurysmal tumor in such a way that its convexity may 
press on the right recurrent and pneumogastric, causing 
paralysis of the right vocal cord. It is sometimes possible 
to recognize the direct pressure of an aneurysm upon the 
trachea by means of the laryngoscope. 

Diseases of the Digestive System,—Chronie gastric ca- 
tarrh may be kept up by fetid secretions from the nose and 
naso-pharynx being swallowed. The writer has frequently 
seen symptoms of dyspepsia disappear after the nose and 
accessory sinuses have received attention. The stomach 
and liver influence without doubt the state of the pharynx 
although there is still considerable discussion on the sub- 
ject. 
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Disease of the Liver.—Severe epistaxis is an early 
symptom of cirrhosis of the liver and hemorrhages and 
ecchymoses of the mucous membrane of the pharynx and 
larynx are sometimes found in cirrhosis and cancer of the 
liver, also in acute yellow atrophy. 

Bright's Disease.—Epistaxis is a frequent symptom of 
chronic interstitial nephritis and is sometimes met with in 
other forms of Bright’s disease; therefore it is ;wise to 
examine the urine in cases of abundant or frequent epis- 
taxis. The bleeding is dependent upon altered blood state, 
changes in the vessels, cardiac hypertrophy and increased 
arterial tension. While the exact relation of Bright’s dis- ° 
ease and edema glottidis is still a matter of discussion, the 
probable explanation is that Bright’s disease determines 
the onset of the edema in cases in which, under ordinary 
circumstances, the local irritation would have been too 
slight to have caused it. 

Locomotor Ataxy.—Associated nasal conditions are rare 
though there may be hperesthesia of the nasal mucous 
membrane inasmuch as laryngeal crises may at times be 
elicited by irritation of the nasal fossa. Both the sensory 
and motor nerves of the pharynx may be affected, result- 
ing in anesthesia, hyperesthesia, paresthesia, motor pa- 
ralysis or spasm with contraction. Likewise the larynx 
may be affected, particularly spasms of the adductors, pa- 
ralysis of the abductors and incodrdination of the laryngeal 
muscles (true ataxy of the vocal cords is one of the 
earliest laryngeal signs of tabes). 

Hlysteria.—The writer states that he has never been able 
to produce hysteria by irritating the so-called hystero- 
genetic zones, as claimed by others. The so-called glo- 
bushystericus is nothing more than a spasm of the pha- 
ryngeal muscles. Hysterical paralysis of the pharynx 
muscles by causing dysphagia may give rise to a suspicion 
of malignant disease, but the diagnosis is established by 
use of the esophageal bougie. The curious condition known 
as inspiratory spasm is occasionally seen in hysterical per- 
sons, and another form of spasm is the ‘‘barking cough of 
puberty.”’ 

Neurasthenia and Melancholia.—The tendency has been 
to exaggerate the effect of nasal lesion in the production 
of reflexes, still it is not to be denied that in neurotic pa- 
tients, symptoms of a reflex nature subside after appro- 
priate nasal treatment, 

Headache.—A\most all nasal affections present headache 
as asymptom; the chief causes, however, are nasal stenosis 
induced by hypertrophy of the turbinals and deflection of 
the septum. 





A CASE OF ABSCESS OF THE TEMPORO-SPHE- 
NOIDAL LOBE PRESENTING UNUSUAL 
FEATURES. — OPERATIONS. — 
RECOVERY. 


By JAMES BELL, M. D., 
MONTREAL, CANADA. 


William Reid, aged 28, admitted August 30, 1895, to Dr. 
Buller’s ward, Royal Victoria Hospital. 

History.—Six years ago patient’s ear first troubled him. 
It suppurated and left a permanent perforation of the mem- 
brana tympani. Since that time his ear discharged oc- 
easionally. Present trouble dates from July 1, 1895, when 
symptoms of pain, raised body temperature, headache, at- 
tracted attention to the mastoid, which was tender and 
presented evidence of suppuration, at one time so super- 
ficial that his doctor wanted to incise in the expectation of 
reaching pus without entering the bone. 

Condition on Admission, — August 30— Considerable 
redness and tenderness over mastoid, and inflammatory 
condition extending into neck. A free purulent otorrhea. 
Suffered considerably with headache, but rested fairly well 
at night. 

September 1—Dr. Buller trephined the mastoid, but was 
unable to find pus, although going as far forward as the 
tympanum. 

September 2—Intense headache. High fever, 104°. Vom- 
iting and beginning delirium. 

September 4—Delirious in a quiet way. Vomited six 
times. Retraction of head. Neck quite rigid. 

September 5—Photophobia, stupor and subsultus ten- 
dinium. 

September 6—Same, with short shrill cry every few min- 
utes. 

September 7—Less crying. Less headache. Disposi- 
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tion entirely changed from that of a particularly quiet, 
modest man to that of an extreme boaster. 

September 8—Pulse become slow (60). Temp. down, 
993. Dull mental condition. About this time paralysis of 
left side of face noticed. Retraction of neck still marked. 

Transferred to Dr. Bell’s Care.—September 9—Was in 
the following condition: 

A tall, thin young man of wiry build, with a condition of 
intelligence improved from what it had been for a few days, 
but still noisy and talkative at times, wanting to get up, 
etc.; but can answer questions quite rationally. Severe 
headache on right side. Fundi normal. Movements of face 
weak on left side; retraction of neck prevented flexion of 
head. Noticed for first time, on morning of 9th, that the 
power of the left arm was almost gone—extensor paralysis 
at wrist with very weak flexion; at elbow very poor flexion 
with fair extension. Sensation impaired all over left arm. 
Power in left leg unimpaired. Pulse 50to60. Respiration 
normal. Over. right mastoid region is the wound of first 
operation. Syringing through auditory canal causes flow 
of fluid from mastoid wound. There is subsidence of the 
inflammatory condition which had existed in neck below 
tip of mastoid, but with slight tenderness still remaining. 

Operation.—September 9. Mastoid incision continued 
upward to parietal eminence, and an incision at right 
angles to it, passing forward from its center. Small piece 
trephined away one inch above zygomatic ridge, and open- 
ing enlarged by rongeur forceps. On opening through 
dura mater a flow of pus occurred (over 4,1). Rubber 
drainage tube inserted, and was brought through skin in 
front of ear. Trephine tore away a branch of middle men- 
ningeal artery, from which hemorrhage was found difficult 
to control; forceps were left applied. A few sutures with 
iodoform gauze drain from behind. 

September 10—Slept well. No pain. Can raise fore- 
arm and partially flex fingers. Face improved. 

September 11—Rested well. Paralysis of extensors of 


wrist almost gone. Can flex elbow and extend it; can 
raise arm from shoulder. 

September 12—Paralysis almost gone. Slightly restless. 
Dressing. Tube aspirated showed brain matter. Some 
pus drained out along forceps. 
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September 16—For past three to four days patient has 
been drowsy most of the time, though at times is cranky, 
difficult to manage, wanting to get out of bed, etc. Answers 
questions rationally, but takes a long time to do so. Rest- 
less at night lately. Second dressing; forceps removed 
and tube shortened. 

September 19—Patient has been restless at night and 
drowsy in morning; objects to being disturbed. Headache 
continuous; bowels much constipated. Quite rational, ex- 
cept on matter of getting up. Muscular power in arm and 
face quite restored. 

September 21—Excessive headache past two days. Slow 
cerebration. Difficult to rouse now. 

September 23—During past night delirious. Tore off 
dressing. Headache. Prominence noted at dressing. 

September 24—Quieter night. Beginning optic neuritis. 

September 28—Optic neuritis advancing in both eyes. 
Severe frontal headache past two days in mornings. Quite 
rational. With all this, no rise in temperature. 

September 29—Painless night. In afternoon became 
again delirious. 

September 30—Dull and stupid. Pulse 48. Respira- 
tion 11. 

Third Operation.—Wounds reopened and two abscess 
cavities found in temporo-sphenoidal lobe, one very small, 
the other about the size of a walnut. Rubber drainage 
tube inserted and attached to skin. 

October 3—Has been sleeping every night and is quiet 
and free from pain. Pulse 88. Temperature up a little. 

October 10—Has slept from 9 to6 every night. No pain. 
Mental condition normal now. 

October 13—Tube removed. 

November 4—Discharged, with small sinus still present 
at lower end of wound. Has steadily improved in mental 
and general condition. 


Bacteriology.—Cultures from abscesses at both opera- 


tions showed pure growths of the streptococcus pyogenes. 
Readmitted.—January 17, 1896—Complaining of having 
had a fit a few days ago, and of a discharging wound in 
line of old sear. 
History.—Since leaving hospital sinus has persisted in 
front of ear, with slight daily discharge, of late markedly 
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less. Three weeks ago a small fragment of bone came 
away through small opening in line of scar behind ear; 
after this it closed up. After going home he was nervous 
and irritable for three weeks, but improving all the time. 
Since then he has done light work in the store, but no 
mental work. 

On Tuesday, the 14th inst., after a heavy meal,, he fell 
down suddenly in a fainting condition and was unconscious 
for some time. Vomiting followed, and headache. Felt 
well since. Patient thinks his mental condition fully as 
good as ever it was, but his mother finds him more hot- 
headed and self-willed than formerly. 

Present Condition.—Small sinus. Probing reveals sev- 
eral small loose fragments of bone. No tenderness. 

Operation.—January 28—Sinus enlarged. Finger intro- 
duced enters cranial cavity and feels contracted remains 
of old abscess cavity. Long tube introduced well within 
cranial cavity. 

January 29—Felt splendid all morning. Slight nausea 
at noon and vomiting at 2 p. m. At 2:45 p. m. became 
suddenly livid without any warning and went into a short 
tonic spasm (almost opisthotonus), followed rapidly by 
clonic convulsive movements of legs, then of arms. Deep 
cyanosis. Patient turned on left side. Pulse 120, and 
regular. Slight frothingat mouth. Pupils slightly dilated 
and equal. Lasted two minutes. For ten minutes after 
breathing was very stertorous and noisy, and patient in 
deep coma; tongue protruding; spitting. At 3 p.m. vom- 
ited. At3:30 p.m. conscious, rational, and feeling splen- 
did. During same evening another similar attack. On 
February 2 another slight one, without loss of conscious- 
ness. 

March 7—Tube removed; discharge now very slight. 

March 21—Has been feeling well all along. To-day 
without prodromata, another fit, similar to former, and with 
conjugate deviation toward right side. 

April 7—Discharged. Sinus still discharging pus, but 
presumably from superficial tissues. 

N. B.—Dr. Keenan saw patient June 30, 1897. Latter says 
his memory is a little weak, e. g., can act as floor-walkerin 
store, but not as clerk. Had only had one fit during sum- 
mer of ’96; none since then. 
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Dr. PAUL KOCH. 


Translated and abridged by Drs. H. A. Alderton and J. Ketterle, 
Brooklyn, N. Y. 


Let me add to the nine cases already operated upon, a 
tenth case, and that a successful one. 

Hermina H., age 16, otherwise healthy, had a left-sided 
otorrhea for some time, apparently following measles. At 
times the discharge would cease, this being followed by 
pain, and sometimes swelling behind the ear. The pa- 
tient went about her work, and the discharge soon re- 
sumed its flowing more vigorously, and pain and swelling 
disappeared. A similar phenomenon was an annual oc- 
currence, and did not miss coming in June, 1895. This 
time discharge did not appear, and pain and swelling 
were so severe as to cause patient distress, and she be- 
came weak. On the sixth day, she was compelled to go 
to bed, the headache became worse and spread over the 
entire head, the patient became dizzy on sitting up: on 
the tenth day, vomiting, which had no relation to food, set 
in. On July 9, the twelfth day of her illness, I was called 
in by Dr. Thye, and saw the case for the first time. 

Present condition of patient:—Well built, emaciated, 
lips cracked, teeth coated with sordes, tongue dry and 
coated, temperature raised, according to touch. She is 
conscious, but answers indistinctly and slowly in mono- 
syllables. She is sleepy and is uninterested. and with 
groans, complains of pain over whole head. Light and 
noise distress her. Appetite gone, vomiting frequent, and 
constipation for five days which resists cathartics. Pulse 
52, small and weak. Resp. 28, and superficial. Slight, 
but positive and painful stiffness of neck. Pupils half 
way open, reacting to light; movements of eyes free: no 
nystagmus. Background of eye is normal, but vessels 
are distended and distorted. Paralysis and disturbance 
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of touch are absent. Patellar reflexes were not noted. 
Left ear is filled with fetid pus, which, when wiped away, 
disclosed abundant granulations in the middle ear, but 
nothing is to be seen of the ossicles. Whispers are not 
perceived. Mastoid seems normal; percussing at poster- 
ior border of mastoid, we find a tender spot. Nothing ab- 
normal at jugularis internus. Right ear is healthy. We 
assumed an extradural abscess of posterior cranial fossa. 
No reason to believe a complication of sinus thrombosis. 
Meningitis could not possibly be excluded, still the tem- 
perature at the time was not raised, and sensation was 
normal. The peculiar state of the sensorium, and the 
rapid and extreme emaciation directed our thoughts to 
complicating cerebellar abscess, and many of the remain- 
ing symptoms belong to extradural abscess of the brain. 

On the way to the hospital, a journey of three-fourths 
of an hour, patient collapsed, and was restored toward 
evening, only after free useof stimulants, to such a de- 
gree as to be ready for operation in a half narcotic condi- 
tion. Temp. 36°, pulse 56. 

9-VII-95—Operation: At 0.5 ctm. depth in the intact 
bone, one comes upon a pus-soaked tissue, and opens 
into the posterior fossa which is distant 1.5 ctm. from the 
posterior auditory wall. Immediately an ounce of thin. 
grayish-yellow fetid pus pours forth. The dura is exten- 
sively lifted up from the os petrosum, covered with a 
thick smeary coat, but not pulsating. The antrum mas- 
toideum was opened at the normal situation; it was some- 
what large, filled with granulations, pus and yellowish 
particles of broken down tissue. After clearing away the 
debris, there was seen on the floor of the antrum, at the 
point where it joins the posterior wall, a small fistula, 
filled with granulations. The rest of the antrum was in- 
tact, and no further caries was to be found. The opening 
in the posterior cerebral fossa was enlarged to reach this 
opening or fistula. The sigmoid sinus was not visible and 
was not even apparent on pressure of the jugular. 

The dura was cleared and the sinus .was sought for, and 
a small opening made into it. It was empty, save for a 
healthy thread-like clot which was situated in a niche 
A sound introduced into the transverse sinus found no ob- 
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struction, and no blood followed. Operative treatment of 
the middle ear was postponed, owing to the failing condi- 
tion of the patient. 

The immediate result of the operation was good. The 
pulse rose to 64, headache and vomiting disappeared, ap- 
petite reappeared, she slept well, and was soon well 
enough to give a good account of herself. 

10-VII. Evening temp. 39.4°, pulse 84, some headache. 

11-VIIl. Temp. 36.6°-38.4 , severe headache and quite 
restless. Dura had raised and pressed itself against the 
opening, showing retention. Spicule of bone were re- 
moved from the edges of bone and iodoform gauze put 
in. Following this, temp. was 37.8 °, headache disappeared, 
general condition of patient good. 

12-VII. Temp. 38.9°-38.8°. Patient was restless, had 
delirium during the night, and pulls at bandages. 

13-VIIl. Temp. 37.1°-39.5°. Very restless, but rational; 
severe headache. Slight retention behind the gauze: 
eareful douching with boric and salicylic acid solution, 

14-VII. From this time on, daily intermittent temp. be- 
tween 35.5 in morning, 39°. In evening, with corresponding 
pulse. Patient is restless by day, more so at night. Pa- 
tient is rational. severe diffuse headache, neck is begin- 
ning to get stiff. 

15-VII. The dura at the opening is soft, and on at- 


tempting to lift it from the edge of the bone with a spat- 


ula, it tears and exposes a portion of the cerebellum, 
which looks normal. 

17-VII. Upon pressing the somewhat prolapsed cere- 
bellum, there exudes a drop of thick, yellow, odorless pus 
from between dura and brain, at the situation of the ex- 
ternal auditory meatus. Meningitis? Perhaps, as we can 
also in this disease, bring out pus-drops on pressure, even 
if the visible arachnoid is not distinctly inflamed. The 
purulent collection may be situated more in the middle, 
affecting the cerebellar tissue. The severe headache and 
restlessness would point more to meningitis. Brain ab- 
scess? We had taken this into consideration, but now we 
had a small amount of stiffness of the neck, and the sinus 
remained collapsed. It was not thrombosed, but com- 
pressed. The fever in either case would be doubtful. 
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In the following days, the further and looked for symp- 
toms of meningitis, which was suspected since the 12th 
of July, did not appear and so it was granted that the di- 
agnosis be cerebellar abscess. 

19-VII-95.—Operation for abscess: With the assistance 
of Dr. Schwanhiiuser, I enlarged the bony opening in the 
posterior fossa, near the sulcus, downward, nearly to the 
inferior semi-circular canal so as to have an opening the 
size of a 50-pfennig coin. The dura was opened to the 
sinus and turned back. The visible cerebellar tissue was 
normal, except for slight hyperemia. With a small lance, 
a puncture was made to the rear and outward and below; 
no result. Then we punctured in the middle to and fro, 
without result, except to squeeze out some drops of pus be- 
tween the dura and the brain. The abscess could not be 
situated in the lateral half of the cerebellum, as that por- 
tion lay before us, and the lance could not miss it. We 
concluded that the abscess lay in the median half of the 
cerebellum, whence the pus seemed to come. As the sup- 
posed abscess must thus far have been punctured, I intro- 
duced a small bent probe carefully between the dura and 
the brain, in the direction of the apex of the petrous bone. 
Near the internal meatus we felt a soft tissue, and upon 
palpating lightly with the sound, it yielded, and thick pus 
made its appearance. A small forceps was introduced 
between the lobes of the brain, and a good sized teaspoon- 
ful of pus was drained off. The abscess cavity must have 
been situated in the most anterior and median part of the 
inferior surface of the hemisphere near the tonsilla of cere- 
bellum. Its walls felt smooth and soft. The point of a 
Nelaton probe was introduced, the cavity was washed out 
with iodoform ether and covered with iodoform gauze. 

Following the operation the patient was more quiet, the 
stiffness of neck disappeared, and appetite returned. 
Bandages were changed every second day. At the first 
change only was there a little secretion at the opening. 
As the drainage tube remained dry after that, it was re- 
moved on the seventh day. The brain prolapsed, lay 
against the posterior bony wall of the auditory canal and 
covered itself with good granulations. No other change 
took place. The intermittent temperature and headache 
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remained, every movement of head was painful, and a se- 
vere diarrhea set in. The source of the pus could not be 
found. July 28 we discovered a swelling on the right side 
of throat; the anterior right side of the arch of the palate 
was edematous and showed a small white erosion. An in- 
cision was made at the inner border of the sterno-cleido- 
mastoid to ascertain, at the same time, the condition of the 
right internal jugular. This was intact, pus was found 
behind the vessels and was pushing toward the triangle of 
the neck. Counter-opening, drainage and rapid conva- 
lescence. 

14-VIII-95 Resumé. The prolapse was treated properly; 
the granulations in the mastoid and antrum were removed, 
and the whole bone was well examined. No disease was 
visible, and the aditus was free from caries. The middle 
ear was curetted from the auditory canal, and as no caries 
was present, we refrained from radical operation. The 
prolapse did not return. After weeks of observation on 
the antrum and surroundings, the wound in the mastoid 
was allowed to close up, no suspicious symptoms being 
present. The patient goes about her work (ironing) since 
the middle of September, and has no symptoms of any 
kind. The treatment of this case was tedious, as there 
was a tendency toward stenosis. Since November, 1895, 
the middle ear is healed. 

November, 1896. The patient is healthy and does not 
complain, despite her hard work at the ironing board. She 
enjoys dancing now, which formerly made her dizzy, and 
which had been forbidden. The ear is dry and free from 
crusts. The mastoid shows a small, well-formed cicatrix; 
no prolapse. 

Herewith an appendix containing statistics of 105 cases, 
taken mostly from English and German works: 


Generalia. 


Cerebellar abscess before the fourth year, has been ob- 
served out once up to this time,and that by Moos. It 


occurs very seldom in the first ten years of life; most 
frequently between 10 and 30, and after the thirtieth year 
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a very rare occurrence. Oldest patient was a female, age 
55. These were observed: 
ABSCESSES. 
Cerebellar. Cerebral. 
0-10 years - 11 18 
11-20 ‘* - 33 17 
21-30 * - 35 2 
Over 30 - 19 21 


98 79 

(According to Korner’s statistics.) 

A correct comparative table between otic cerebellar and 
otic cerebral abscess is not possible, owing tosmall returns 
of the cerebellar type in our collection. Therefore we de- 
pend upon reports of pathological institutions. Newton 
Pitt, in 9,000 autopsies at Guy’s Hospital in London, found 
14 otic abscesses in cerebrum, three in cerebellum and one 
in pons. Treitel, 6,000 autopsies, Charity Hospital of 
Berlin, four cerebral and three cerebellar abscesses. Out 
of 8,425 cases of disease of middle and inner ear that oc- 
curred in the Prussian army from May, 1881, to December, 
1887, there occurred, according to Schwartze, three cere- 
bral and four cerebellar otic abscesses. 

I believe that otic abscesses are nearly as frequent in 
the cerebellum as in the cerebrum. Cerebellar abscess 
occurs twice as frequently in males: thus, in 96 cases, 
males 66, females 30. In first 10 years of life, however, 
females 6 to males 4. 


Pathology and Pathological Anatomy. 


| 33 large. 


Size-92 cases. 
| 59 small. 

Large, about size of hen’s egg, rarely involving two- 
thirds of hemisphere, and infrequently the vermiform pro- 
cess. The largest abscess reported (Gribbon) involved 
right hemisphere, two-thirds of vermiform process of left 
hemisphere. Several have been reported involving one 
entire hemisphere. 

The small abscesses range in size from a walnut to pigeon 
egg, being rarely as small as cherry or almond. 
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Situation.—Mainly in one hemisphere. Even in large 
abscesses, the vermiform appendage is rarely involved; 
more rarely abscess extends into the other hemisphere and 
pons. Softening of the brain, even in connection with 
small abscesses, more often reaches the middle line. 

Authorities agree that cerebellar abscesses generally 
involve the anterior part of the hemisphere. Only Lude- 
wig has observed in a case with multiple abscesses, an 
abscess in the posterior, superior median; Hutton and 
Wright in the posterior, inferior median section; Pitt an 
abscess in the neighborhood of the torcuiar herophili. 

In large abscesses it is not as necessary to know the ex- 
act situation as itis in small abscesses. Macewen and 
Korner think that the majority of abscesses are situated 
in direct contact with the sulcus sigmoideus. Bergmann 
is more specific: ‘*The cerebellar abscesses lie with rare 
exceptions, in that portion of the cerebellum bordering on 
the fossa sigmoidea, the lobus quadrangularis and semi- 
lunaris.’”” The exact situation of 43 abscesses were 
known. Twenty were situated in the lateral half of the 
hemisphere, near the sinus sigmoideus; some directly be- 
hind it, some more internal, some more external, but so 
that the abscess could be reached from both sides of the 
sinus. In 21 cases the abscess was in the middle of the 
anterior margin of the under surface and in the median 
half of the cerebellum; near the inferior vermiform pro- 
cess, pons and medulla. In two cases it lay in the medul- 
lary substance (‘‘Marklager’’) of the hemisphere. We 
cannot tell the place of beginning of large abscesses, 
but we can take for granted that the terminal point bears 
a relation similar to that of small abscess. As only three 
cases have been situated in the superior half of the cere- 
bellum, we arrived at the following conclusion; Otic 
cerebellar abscesses lie in the forward and lower part of 
the hemisphere, being equally divided in situation between 
the lateral (lobus semilunaris inferior and adjoining part 
of cuneiformis) and median halves (remainder of cunei- 
form lobe, tonsilla, flocculus and pedunculus cerebelli ad 
pontem). 

The cerebellar abscess does not to any extent prefer one 
hemisphere to the other. Out of 103 cases, 53 in the right, 
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48 in the left, and two cases in both hemispheres. This 
list contrasts with Koérner’s, who writes in the second edi- 
tion of his book, 37 right sided, and 17 left sided cases. 
These differences are due to the different fields for the col- 
lection of materials. In a series of 45 cases of my own 
there were more left sided cases. 

Age.—(Time of formation of abscess. ) 

The abscesses following acute otitis media give us the 
possibility of estimating the length of time required for 
their formation. We cannot note the exact moment of be- 
ginning or of termination. Minimum time, two to five 
weeks. as calculated from the following cases: 

Schwartze 13, XII., 86.—In opening a mastoid process, 
attempted to introduce a douche between duraand bone of 
posterior cranial fossa. Severe symptoms followed, and 
on 27, XII. (two weeks later) a cerebellar abscess opened 
through a fistula in dura. Toynbee.—Death followed 21 
days after scarlet otitis; autopsy showed walnut sized ab- 
scess. Friedeberg.—Death, three and a half weeks after 
beginning of otitis media; autopsy showed walnut sized 
abscess in both hemispheres. Truckenbrod.—A case lasted 
four weeks. Jansen.—After five weeks from beginning of 
otitis media acuta, found (hen’s egg size) abscess with a 
(2 mm. thick) vascular pseudo-membrane. 

Peculiarities, Formation and Termination.—The cere- 
bellar abscess is situated close under the cortex, and is 
eccentric as it absorbs the medullary substance (Mark- 
latger). Perhaps this absorption is slower, or perhaps the 
medullary substance (Mark-substanz) of the cerebellum 
acts differently from that of the cerebrum; however, we 
seldom find such pieces of necrotic brain tissue, as we so 
often find with protracted temporal abscess. 

Contents.—A purulent mass, from consistency of cream 
to thinner consistency; color, yellow or greenish. Fre- 
quently fetid, but free from gas bubbles. In rare cases, 
blood clots were found. 

The origin of otic cerebellar abscess is a subject of con- 
troversy. Here two cases of Schwartze are of interest: (1) 
A healthy man (age 22) became ill 1-III-86, with right 
otitis media acuta, accompanied by fever and followed by 
perforation. On 16-III, the perforation closed, patient 
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felt well save for occasional weakness and headache. On 
18-III symptoms of meningitis appeared, and he died on 
the 19th. Autopsy showed a little basal meningitis, prob- 
ably coming from a perforation in dura; in the right cere- 
bellar hemisphere, 1 cm. beneath the upper surface, was 
found a cavity (size of cherry) containing a dark, black, 
tarry matter and pus. (2) In another case was an ab- 
scess, measuring 5 cm. in diameter, and there projected 
from the wall of the cavity a stump of a blood vessel 
(length 0.25 cm.) which was plugged up with pus. (3) 
Davies reports a third similar case: Near two abscesses 
in the same hemisphere there was a third, which contained 
brain shreds, blood and pus. In the above mentioned first 
and third cases we no doubt had recent abscesses, and the 
blood vessels seemed to have some relation to their forma-— 
tion. 

Cerebellar abscesses may be shut off from their sur- 
roundings by a capsule, as are temporal abscesses. In 44 
cases, 26 with, and 18 without capsule. The capsule is of 
various construction. It may be a thin coating of granu- 
lations, a thin vascular membrane, or a solid white fibrous 
coat, which will allow the abscess to be enucleiited. Some- 
times we have a combination of the three in layers. Some- 
times the wall consists simply of a condensation of tissues, 
strengthened by offshoots from the abscess, but not differ- 
ent from the neighboring tissues. The abscess must be of 
a certain age before it possesses a membrane. A mem- 
brane rarely forms following an acute attack of otorrhea, 
while a membrane is frequently present in cases following 
a chronic condition, and therefore probably representing a 
certain period of elapsed time. The abscess,however, does 
not always behave in the same way in formiug membrane, 
as regards time. Some have a membrane early, while 
others may take years and then show very little of a cap- 
sule. Jansen reports the earliest case of formation of 
membrane: Five weeks after the beginning of an otitis 
media acute, and ten days after the beginning oi abscess 
symptoms. he found a vascular psuedo-membrane 2 mm. 
thick. The neighborhood of an abscess, even where it 
leads to death, is usually microscopically intact. Some- 
times we note a surrounding zone of red or white brain 
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softening, varying in thickness from amm. toacm. Rarely 
we find the softening involving the whole cerebellum. 
Sometimes we see small hemorrhages in the zone of soft- 
ening, but the hemorrhage is not profuse. At times there 
are found in the softened zone small abscesses, varying in 
size from a pea toa cherry. These abscesses are probably 
the offspring of the large abscess, an advance guard, so to 
speak, that later would coalesce with the main army. Their 
deep situation would rather point to this origin than to an 
otic origin. This change in the surrounding tissues seems 
to have no particular relation to the encapsulated or non- 
encapsulated abscess. The capsule, therefore, shows a 
certain stage in the growth of the abscess, but does not 
positively mean a protection for surrounding tissues. In 
Dupuy’s cases, despite a very thick, intact capsule, the 
surrounding tissues were soaked with pus to the surface. 
The capsule sometimes undergoes absorption or tears, and 
thus the abscess goes on with its destruction. These are 
not so very rare. 

The cortex of the brain offers the abscess an appreciable 
resistance. The whole development of the abscess, which 
doubtless begins close under the gray substance, grows 
downward in the medullary substance (Marksubstanz) and 
only the neighboring layers of the cortex are destroyed. 
Thus the whole hemisphere may bea pus-soaked sac, hav- 
ing only a thin and not much changed cortex layer. Cor- 
tex abscesses, as we find them in a local purulent menin- 
gitis, are much rarer in cerebellar than in temporal ab- 
scesses. 


Von Beck’s case stands alcne. In a protracted case of 
necrosis of petrous bone the dura was to a great extent de- 
stroyed, and the destructive process had directly attacked 
the cortex. In alarge number of cases it is shown that the 
cortex is not easily attacked. The abscess may affect the 
cortex, and as in these cases a purulent basal meningitis is 
apt to follow, we are apt to think at the autopsy that the 
meningitis penetrated the cortex. However, frequently the 
cortex over the abscess becomes thinner and thinner, till 
at length a fistula forms. The thinned cortex appears at 
an operation as slightly congested or edematous; at the 
autopsy it usually appears dirty gray-green. It rarely 
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leads to an extensive necrosis, although the cortex may 
disappear, so that the dura or tentorium becomes attached 
and constitutes a wall of the abscess. Usually the abscess 
has but one openingor fistula, and this adjoins the poster- 
ior surface of petrous bone: in very large abscesses there 
may be several openings, or the opening may force the 
tentorium outward or backward. 

When an abscess opens, the pus pours forth into the 
arachnoid space, and rapidly a purulent meningitis follows, 
usually involving the base and the spinal column; or a 
cementing, or growing together, of the meninges precedes 
the rupture. 

The next step is somewhat different in different cases. 
The pus may form a subdural abscess by spreading between 
the dura and the brain. This has frequently been noted, 
especially under the tentorium. Or, and this is frequent, 
a fistula forms, in the dura at the point of opening of the ab- 
scess, or a fistula forms in the thrombosed sinus, the pus 
follows the sinus, or between the dura and bone, and event- 
ually finds an opening into the petrous portion. This ought 
to be the means of a natural or spontaneous cure, but it 


has never so happened. The rupture itself leads to death, 


or to a fatal meningitis. An exceptional course is the 
breaking into the fourth ventricle. Two cases of entrance 
into the fourth ventricle have been reported. 

Not infrequently an abscess leads to more or less severe 
disease of the meninges, without appreciably affecting the 
cortex. The presence of an abscess under the cortex 
suffices to produce a meningeal hyperemia, or a sero- 
fibrinous or purulent meningitis. Here we may note an 
important accompaniment of an abscess at times, doubtless 
caused by the presence of the abscess; namely, a serous 
meningitis that mainly affects the ventricles. We find here 
all degrees of hydrocephalus internus; distension of the 
lateral ventricles, this being the rule; sometimes with dis- 
tension of the third ventricle; sometimes with distension 
of the several ventricles and distension of Aqueductus 
Sylvii, and in one case of Macewen’s (a child aged 5), there 
was an extensive flow in the spinal canal. According to 
the amount of serum, there will be flattening and anemia 
of the brain convolutions. This fluid consists mainly of 
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serum, light colored, occasionally dirty and muddy with 
floating fibrinous particles, and the soft brain coverings 
show only occasionally adhesion, or *‘pasting’’ together. 
The amount of fluid is rarely more than one-half to two 
ounces, although at times it may be so much as to be the 
direct cause of death. There are two explanations for 
formation of internal hydrocephalus: (1) Thrombus, or 
compression of the vena magna, both having been ob- 
served in tumors of the posterior fossa. Thrombus has not 
as yet been found at the autopsy of cerebellar abscess; on 
the other hand, it may easily be imagined that, also in the 
contracted space of one of the posterior cranial fossae, the 
medianly situated vein is compromised. (2) A second 
possibility would be the inclosure of fissures and canals by 
compression. We shall see later on that the remote action 
of a cerebellar abscess very seldom, and only to a small 
extent, reaches over the median line; much less must we 
expect to find that the compression, which is the local and 
limited action of the tumor, will reach over the middle line. 
Thus, a left-sided abscess may compress all clefts in the 
left side and the branches of the median fissure; however, 
all the right side and important parts of the median fissure 
remain open for free communication, and is sufficient as 
long as the ventricular fluid has free movement. Imagine 
compression of a vein, or of the fissure, and we can under- 
stand formation of partial hydrocephalus of one or both 
lateral ventricles. Hydrocephalus internus has been also 
found with small lateral abscesses, while large abscesses, 
which extended to the median line, or farther, frequently 
had no hydrocephalus. Another possibility is that the ab- 
scess, on its inflammatory tour toward the meninges, causes 
a congestion of the plexus, and leads to a plastic exuda- 
tion that may involve the fissure of the descending horn of 
the lateral ventricle and Foramen of Monrow. 

The abscess may cause edema of the surrounding brain 
tissue. Although we ought to expect this, it has not often 


been found at autopsies. Reports of autopsies are silent 
on this point, but Heimann reports a case in which there 
was edema and limited softening in the neighborhood of an 
encapsulated abscess. 

Cerebellar abscess may heal spontaneously. We know 
that abscesses in other regions of the brain may become 
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calcified, or absorbed, or cystic. The walls of the cavity 
can come together so that cicatrization occurs. Only one 
case of spontaneous healing of an otic cerebellar abscess 
has been noted, and here a thick cicatrix formed. 

Autopsies—Of 78 cases show following results: 

In 65 cases, where death was supposedly due to growth, 
ete., of an abscess, we found the following at autopsies: 
Meningitis purulenta ex perforatione - - 
Meningitis purulenta infiltratione’ - - - 
Meningitis purulenta s. sero-fibrinosa - - 
Meningeal hyperemia - - - - 
Perforation into fourth ventricle - . - 

Free perforation, or softening of abscess wall, and 
nothing else - - - - ~ 

Progressing encephalitis : - - - 

Zone of softening of various extent - - 

Edema of brain - - - - - 

Abscess in microscopically intact surroundings - 

Communication with a dural fistula without further 
changes - - - - : - 


Number of cases - - - 

In 13 other cases that died of complications: 
Erosion of large vessel - . . - 
Sinus thrombosis and results . - . 
Meningitis following purulent labyrinthine inflam- 

mation - - - . - - 2 

Meningitis following extradural abscess - . I 
Deep phlegmon of neck - - - - 1 

In 20 cases out of 78 various stages of hydrocephalus in- 
ternus were present, and in five cases so marked as to be 
the direct cause of death. Three cases of the latter oc- 
curred in children (aged 2 to 12) one in female, aged 48; 
one in young man, aged 15. 

Multiple abscesses noted in sixteen cases. Six of these 
were multiple abscesses in the same hemisphere, two had 
one in each hemisphere, one had set up metastatic absces- 


ses; seven cases had another abscess either in temporal 
or occipital lobes. 


Condition of Petrous Bone, Dura, Sinus, and Meninges, 


It is the chronic form of otitis that usually leads to cere- 
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bellar abscess. Out of one hundred cases only fifteen fol- 
lowed acute otitis media. 

The causative otitis media acuta can easily be followed 
clinically. It leads to a perforation that at times heals up; 
the ossicles only exceptionally become involved; the mas— 
toid is involved in only one-half of the cases, be the involve- 
ment a mastoid pain, swelling or abscess. <A _ peculiar 
antithesis to this arises upon examining the cavity of the 
mastoid and the petrous bone. Usually there results a 
caries and fistula of the posterior surface of the petrous 
bone; a pachy-meningitis externa follows, having abund- 
ant granulation and little pus, and, at times, a fistula in 
the dura. The sulcus sigmoideus is the usual place of this 
pathologic change, and thus we find the sinus often throm- 
bosed. 

With chronic purulent disease of the middle ear there is 
nearly always caries or cholesteatoma; the changes in the 
middle ear are usually extensive and marked, often the 
facial nerve is destroyed; frequently there is a painful 
swelling at mastoid or a fistule forms, or we have before us a 
lot of destroyed bone that has repeatedly been chiselled 
and curetted. Thirty-nine out of sixty-three cases showed 
marked changes in the mastoid that were visible from the 
surface. The caries has generally reached the posterior 
fossa; we find on the posterior pyramidal wall, or at sulcus, 
a smaller or larger opening, with or without granulations. 
Sometimes, though rarely, we find extensive caries and 
necrosis. The territory (Terrain) of the carious process 
extends from the superior to the inferior border of the pos- 
terior surface of the pyramid, and from the posterior edge 
of the sulcus to the anterior edge of the meatus auditorius 
internus. Occasionally the tip of the pyramid is affected 
by caries. A usual situation is the sigmoid sulcus, ex- 
tending from the upper bend to the lower horizontal por- 
tion; here it often causes great destruction. More often 
it affects the median portion of the above mentioned terri- 
tory. The fistule begin at the niche of junction of median 
and posterior wall of the mastoid antrum, and debouch 
anterior to the inner edge of the sulcus sigmoideus, some- 
times directly beneath the sulcus petrosus superior, at 
times lower. Or they are connected with the labyrinth, 
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and, on account of pus formation and caries in labyrinth, 
they are situated on the posterior semicircular canal, on 
the median limb of the superior semicircular canal, on the 
aqueductus vestibuli and porus acusticus internus. 
Sixty-nine cases, with close examination of the petrous 
bone, showed caries: 
Times. 
Sulcus sigmoideus - - - 12 
Posterior pyramidal surface - 24 
Posterior surface and labyrinthine region o 
Labyrinth surface - - - - 3 
Sulcus sigmoideus and labyrinth region - 2 
Sulcus sigmoideus and posterior pyramidal 
surface - - - - - 
Extensive caries and necrosis of the entire 
temporal bone - - - - 


Total - ° ‘i 4 = 

The twenty-four cases of caries on the posterior surface 
of pyramid need a further description. These are the cases 
in which the observer merely spoke of caries, fistula and 
perforation, without telling exact situation. Probably a 
small portion of these cases belongs to the suleus sig- 
moideus. 

These conditions show us the reason for the proportion 
of right to left-sided cases. From a large number of 
examinations it is known that, on the right temporal bone, 
the sulcus sigmoideus lies deeper in the pars mastoidea. 
Therefore, on the right side, the sulcus lies nearer to the 
middle ear and its accompanying parts, and thus nearer to 
the seat of inflammation. The right sulcus has, therefore, 
more chance of becoming diseased, and, if it is really caries 
of the sulcus that leads to cerebellar abscess, it should be 
more frequent on the right side. However, the difference 
is small. 

The caries is not in the suleus in the majority of cases of 
cerebellar abscess, but anterior to it; the situation and po- 
sition and form of the sigmoid sulcus is nearly irrelevant 


as to the genesis of the cerebellar abscess. 


The carious process on the posterior pyramidal surface 
involves as a rule the dura. Pachy-meningitis externa 
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develops with granulations and pus that lifts the dura from 
the bone. At times the pus is abundant, an extradural 
abscess forms, and in one-fourth of the cases the dura is 
perforated and dural fistula results. The dura over the 
carious part is rarely intact; more rarely the dura is 
diseased, while the posterior pyramidal surface is not 
changed. 
Seventy-six cases, with particular description of the 
dura: 
(a) With caries in the region of the posterior cranial 
fossa, 52 cases. 
Pachy-meningitis externa purulenta (dural fistula in 
seven), 25 cases. 
Large extradural abscess (three dural fistule) , 5 cases. 
Dural fistule, without considerable changes in the dura 
itself, 8 cases. 
Sinus thrombosis, partly with fistula, 8 cases. 
Intact dura, 6 cases. 
(b) Without caries in the region of the posterior cranial 
fossa, 19 cases. 
Pachy-meningitis externa purulenta, 4 cases. 
Extra-dural abscess, 1 case. 
Sinus thrombosis, 1 case. 
Intact dura, 13 cases. 
(c) Without description of the petrous bone, but associ- 
ated with marked alterations in the dura and sinus, 5 cases. 
The dural fistula is connected with the carious process 
on the posterior surface of the pyramid, and its situation 
will show the situation of the carious process. It is situ- 
ated at the outer or inner edge of the sinus sigmoideus, or 
more toward the middle, not rarely at aqueductus vesti- 
buli, at the posterior semi-circular canal, or at the porus 
acusticus internus. The dural fistula compares in its situ- 
ation with the abscess fistula, when rupture has taken 
place. The dural fistula is not probably a result of the 
abscess, but comes from the caries of the bone, especially 


as many cases are found where the cortex over the abscess 

is apparently fully intact, while on the other hand, no case 

has been found without caries where there were both an 

abscess fistula and a dural fistula. The reason that the 

_ abscess bursts spontaneously in the direction of the dural 

fistula is probably because of less resistance at that point. 
( To be continued.) 





A CASE OF SIGMOID AND LATERAL SINUS 
THROMBOSIS FROM ACUTE SUPPURATION 
OF THE MIDDLE EAR.—OPERATION.—RE- 
LIEF.—SUBSEQUENT ABSCESS IN THE 
TEMPERO-SPHENOIDAL LOBE OF 
THE BRAIN. — OPERATION. — 
DEATH. — AUTOPSY.* 


By T. PASSMORE BERENS, M. D. 
NEW YORK CITY. 


J. B., male, age 20, came to the Manhattan Eye, Ear 
and Throat Hospital June 10th, 1897, with the following 
history: Two weeks before he had noticed a slight pain 
and discharge in his left ear. Two days before his first 
visit the discharge ceased and the pain became steadily 
and rapidly worse. On examination the external auditory 
canal was partly filled with muco-purulent discharge, the 
removal of which showed a small perforation in the anter- 
ior inferior segment of the drum membrane. The drum 
membrane was congested and slightly bulging. The mem- 
brana flaccida was deeply congested, but not bulging. 
The tissues over the mastoid process were swollen and 
tender on pressure, but not reddened. The ear was not 
displaced. Slight vertigo was present. Nochill. Tem- 
perature 99° F. Pulse 80. Bowels constipated. Calomel 
was administered and the hot douche and hot applications 
ordered for the mastoid. For the three days following the 


patient rapidly improved; the pain and tenderness dimin- 
ished, the swelling and vertigo disappeared and the patien 
resumed his occupation as clerk. Thirty-six hours later 
he returned with severe pain, tenderness and vertigo. 
Temperature 103 F. Pulse 100. This was at 7 o’clock p. m. 


1 


At midnight the temperature was 104° F. 
there was retraction of the head to the affected side, dis- 
placement of the auricle forward, much pain and tender- 


In the morning 


*Specimen presented and case reported to.the New York Otolog- 
ical Society, November, 1897. 
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ness on pressure over the mastoid region. Vertigo marked. 
No pain or tenderness in the region of the jugular vein. 
Left eye presented an inactive dilated pupil, distension of 
the retinal vessels and slight optic neuritis. Under ether 
anesthesia the mastoid was explored, but no pus was found 
until the mastoid antrum was reached. The quantity of 
pus was almost insignificant. No necrosis was found, but 
the parts were decidedly vascular, the wound in the bone 
bleeding profusely. Carrying the incision backward, the 
sigmoid sinus was laid bare and was found to contain a 
firm clot; with the rongeur the sinus was exposed from 
near the jugular bulb up into the lateral sinus. The vein 
was opened, but the clot was so firm that a curette was 
used to dislodge it. The curette was entered before to the 
jugular bulb, when a return flow of blood was established. 
Pressure over the jugular controlled this, and the curette 
was inserted into the lateral sinus back to the torcular, free 
hemorrhage } being thus established. The slit vein 
was then packed with iodoform and the wound 
packed in the usual manner. The patent rallied well 
from the operation. The pupil of the eye reacted to light 
before he was well out of the influence of the ether. The 
temperature fell rapidly and at the end of ten days he had 
made sufficient recovery to be allowed to walk about his 
ward. On the 19th day after the operation he had a rise 
in temperature which was ascribed to an indiscretion in 
diet, and was relieved by a purgative. On the 23d day he 
was much excited by a disturbance in the ward. This was 
followed by extreme nervousness and a rise in temperature 
to 103° F., with profuse sweating, rapid, slightly irregular 
pulse. Eye ground unchanged from condition on date of 
operation. Pupil active. Slight retraction of the head 
to the affected side. Slight occipital pain, nausea and 
vomiting. All reflexes and cerebration fairly active. 
Wound perfectly healthy, no pus, no exposed bone. His 
condition gradually grew worse. It was typically septic. 
On the 26th day chloroform was administered, the wound 
reopened, and after careful investigation the parts were 
found normal. The middle and posterior fossa of the skull 
were laid open by trephining immediately above the supra- 
metal triangle. The dura mater was of healthy appear- 
ance and notadherent. A medium-sized aspirating needle 
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was used for exploration of the brain substance. Nothing 
abnormal was found until the needle entered the region of 
the left lateral ventricle when about two drachms of dis- 
colored serum was withdrawn. This was supposed to have 
come from the lateral ventricle. The wound was dressed 
and the patient rallied considerably for a few hours after 
the operation. The patient then grew rapidly weaker and 
died 38 hours after the operation. Immediately following 
the operation there was a spasmodic contraction of the 
right brow, rythmical with the pulse. This was the only 
indication of central nervous irritation. The reflexes and 
cerebration were responsive until a short time before his 
death. 


Post-mortem examination: Permission was given to ex- 
amine the brain only. Excepting the wound in the bone, 
from the operations, nothing abnormal was found in the 
bones of the skull. The sigmoid sinus was found to have 
been opened almost to the jugular bulb below and upward 
into the beginning of the lateral sinus. The latter con- 
tained a firm clot to the torcular, and at this point there 


seemed to have been a fresh addition to the clot. The su- 
perior petrosal vein was occluded for its whole length by a 
clot. No pus was found. The pia and arachnoid were 
edematous, the edema being most marked posteriorly.There 
seemed to be a marked increase in quantity of cerebro- 
spinal fluid. The brain substance was very soft, although 
the examition was made only a few hours post mortem. 
The left tempero-sphenoidal lobe was red and very soft. 
In the centre of its apex was a small abscess one half of an 
inch in diameter. It contained opalescent, thin fluid, 
tinged with red. The track of one of the exploratory 
punctures was noted passing at the edge of but not enter- 
ing the abscess. A few small hemorrhagic points were 
noted in the white matter of this lobe. The ventricles 
were distended and the velum interpostium was edemat- 
ous and its,veins congested. The mark ofa puncture was 
found near the floor of the left lateral ventricle. Death 
seemed to have been caused by sepsis combined with 
edema of the brain, softening and abscess formation of the 
tempero-sphenoidal lobe. 
101 Park Ave. 











ABSTRACTS FROM CURRENT OTOLOGICAL, RHINO- 
LOGICAL AND LARYNGOLOGICAL 
LITERATURE. 


I.— EAR. 


Acute Purulent Otitis Media in Children. 


1. ALLEN, J. T., Brownsville, Tenn. ( Memphis Medical 
Monthly, December, 1897.) 

A careful resume of acute purulent otitis media in chil- 
dren, including the etiology, pathology, bacteriology and 
the therapeutic and surgical measures for its relief. The 
danger of neglecting inflammatory processes of the ear in 
children is emphasized, and attention called to the impor- 
tance of a thorough and intelligent examination of these 
parts. Scheppegrell. 


Double Syphilitic Labyrinthitis Cured in Seven Weeks. 


2. ANDERODIAS, ( Arch. internat.de Laryngol., d’ Otol, et 
de Ihinol., September and October, 1897.) 

The author reports a case which does not seem to offer 
anything new or interesting. The patient had secondary 
syphilis, and showed white plaques on the tympanic mem- 
brane. He was treated with small doses of potassium 
iodide without result, but as soon as mercury was used, all 
symptoms disappeared. Tlolinger 
Forced Conservative Treatment of a Surgical Mastoid Case. 


3. AUDENRIED, ADA H., Philadelphia. Philadelphia 
Polyclinic, November 6, 1897.) 

A typical case of mastoid suppurative inflammation is 
described by the author, in which a radical operation was 
refused by the patient. An incision about one-half an 
inch in length was then made over the mastoid, this giv- 
ing exit to two ounces of foul smelling pus. Granulation 
tissue was removed by means of the curette, antiseptic ir- 
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rigation employed, and the cavity packed with small 
pieces of iodoform gauze. Complete recovery followed. 

Sel ppeqre 7. 
Perceotion of Sound With One and with Both Ears. 

AUGIERAS. ( Le rue, hehd. de Laryngol., TOtol. et de 
Rhinol., October 2, 1897.) 

The hearing is best in the axis of the meatus, less in 
front, and least behind the ear. The practical conse- 
quence is that in a case of paracusis the aurist may indi- 
cate to the patient the cause of his mistakes, and may in- 
struct him to use the good ear in order to judge about the 
direction of the sound. Tlolinger. 
What Symptoms Should we Consider Mostilmportant in De- 


ciding as to the Advisability of Operation in Mas- 
toid Disease. 


5. BAcon, GORHAM, New York. ( Medical News, June 
19, 1897.) 

Acute inflammation of the mastoid cells rarely develops 
without some elevation of temperature, this varying from 
99.5 to 100 degrees Fahrenheit. If the patient has had 
acute inflammation of the middle ear for a week or ten 
days, and if in spite of treatment there still remains tend- 


erness over the mastoid process, these symptoms are very 


characteristic of mastoid disease. 

The operator should not wait for edema and redness be- 
hind the ear, as valuable time may be lost in so doing. 
Bulging out of Shrapnell’s membrane, with drooping of 
the posterior and upper cutaneous lining of the external 
meatus, are, in the author’s opinion, absolute symptoms of 
mastoid involvement, and he believes that in such cases 
the mastoid cells should always be perforated. 

Sche ppeqre i. 
Chronic Otitis Media Purulenta—Abscess in the Temporo- 
Sphenoidal Lobe—Purulent Lepto-Meningitis. 

6. BARKAN, San Francisco. ( Archives of Otology, Vol. 
XXVI., No. 4.) 

A woman, aged 24, who hada purulent discharge from 
the right middle ear since an attack of scarlet fever in 
childhood, began to suffer from earache, chills and vomit- 
ing. The pain spread over the right temporal region, she 
became emaciated, her intellect was dull—answering ques- 
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tions slowly. The auditory canal contained fetid pus. 
Large perforation of Mt. No ossicles visible. Mastoid 
distinctly sensitive to pressure but no redness or swelling. 
Temperature 102° F. Pulse 102. 

Under ether the sclerosed mastoid was opened, exposing 
its cells, the antrum and tympanum. No ossicles were 
found and the probe failed to reveal any erosion in the 
tegmen tympani or antrum. The mastoid was then com- 
pletely chiselled through and the dura exposed over an 
area the size of a twenty-five cent piece. No pulsation 
was discernible, and an aspirator was introduced, bring- 
ing out half a drachm of fetid pus. The dura was further 
opened toward the tegmen tympani, and though the brain 
tissue was necrotic, no more pus was found. 

After the operation temperature was 99.8° F., pulse 130. 
She complained of pain in the right side of the head, in 
the left arm and shoulder. Next day temperature rose to 
103° F. The dressings were removed, and puncturing 
more anteriorly the needle found pus in the temporo- 
sphenoidal lobe. A free opening was then made to this 
abscess cavity, and it was packed with iodoform gauze. 

The patient continued to complain of pain, was rest- 
less. The temperature reached 105.6° F., and pulse 160. 
She became comatose and died the following day. 

On autopsy a small amount of fetid pus escaped from 
the region over the posterior part of the temporo-sphe- 
noidal lobe. In this region an area four by three inches 
was compressed by and covered with pus, the vessels were 
injected, and there was superficial necrosis. 

The middle fossa contained pus beneath the dura. The 
lateral sinus was normal. In the center of the temporo- 
sphenoidal lobe was an abscess cavity one and one-fourth 
inches in length and one-half inch in width and depth. 

Campbell. 

Permanent Closure of Dry Perforation of the Membrana 

Tympani. 

7. Barnick, OTTo. (Arch. f. Orhenh., Bd. 42, H. 3 
and 4. 

If the edge of the perforation be grown over, a spontan- 
eous healing is impossible. Closure of the perforation, by 
a fresh cicatrix, can only be brought about when the 
edges shall have been stimulated. 
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The oldest, and formerly most frequently employed 
method, was the destruction of the new epithelial covering 
by the application of nitrate of silver in substance; used 
principally by Politzer (Lehrbuch, 3rd ed., p. 376). Often 
it did not effect permanent closure and often set up a re- 
active inflammation, which left the conditions worse than 
before use. 

In small perforations, Schwartze ( Chir. Hrankh. des. 
Ohres., 1883, p. 204), obtained good results from cauter- 
ization of the edges with the galvano-cautery, or the re- 
moval of the edges with the knife. But, even thus, sup- 
puration may again be provoked. 

Gruber ( Lehrbuch., 2d ed., p. 362), obtained good re- 
sults by making numerous incisions, close together, in the 
edge of the perforation, but they were not permanent. 

Painting with solutions of rubber (Gummilisungen), or 
flexible collodium, only affords a temporary protection, 
and has no influence on the perforation. 

These unsuccessful experiments led Berthold ( Tageblatt 
der Versammlung deutscher Naturforscher und Aertze in 
Cassel, 1878; and Die ersten 10 Jahre der Myringoplastik, 
1889), to think of employing Reverdin’s method of skin 
transplantation. 

After thorough cleansing of the ear, and stimulation of 
the edge of the perforation, a piece of skin of the same size 
was taken from the upper arm and placed, raw-side down, 
upon the edge of the Mt., so as to completely cover the 
perforation. For reasons given, B. used as a substitute 
the skin of an egg-shell; it being applied with the side 
formerly next the egg-white to the stimulated edges. In 
favorable cases, the egg-shell skin acted as a supporting 
membrane for the new cell formations of the expected 
cicatrix. The result was more favorable when the shell- 
side of the skin was applied. Haug has established by 
experiment, and histological research, that, first, migratory 
cells, then elements of connective tissue, and finally blood 
vessels, enter into the shell-side of the skin; should the 


formation of a cicatrix follow, then the egg-skin becomes 
completely absorbed. The possibility of success with this 
method is conceded; however, facts do not substantiate it. 

We, therefore. hail the successful method of Okuneff 
(Monat. f. Ohrenh, No. 1., 1895), by cauterization with tri- 
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chloracetic acid. He succeeded in effecting permanent 
closure in one-half of his cases. The cauterizations must 
not be repeated under eight days; too frequent cauteriza- 
tion destroys the formation of new granulation tissue. If 
there be no otitis media purulenta healing quickly follows. 

Gomperz ( Wiener Klin. Wochenschrift, No. 38, 1896), 
reports four recovered and six improved cases. 

Barnick reports eleven cases permanently cured, in most 
with improvement of the hearing. 

Conclusions.—From the foregoing results we see that 
Okuneff’s method is an unusually valuable one. Itis suc- 
cessful alike with young and old patients, even when there 
is atrophy or sclerosis of the membrane. In only seven 
cases did the cicatrix adhere to the lateral walls, and this 
was owing to the fact that a certain part of the membrane 
was attached to the inner wall of the tympanum before 
treatment. In other cases the cicatrix was fully moveable. 

With the closure of the perforation the hearing distance 
increased, and there was marked improvement for low 
tones. In only one case did the hearing remain unim- 
proved. Alderton. 


A Case of Malignant Tumor of the Brain Originating in the 
Middle Ear. 


8. Barr, THOS., AND NICOLLI, J. H. ( British Medical 
Journal, October 16, 1897.) 

The case was a boy, 12} years, the symptoms simulating 
temporo-sphenoidal abscess. The mastoid antrum and 
cranium were opened and the tumor partially removed. 
When, however, it was found that the tumor sprang from 
and widely permeated the petrous bone, further attempts 
were given up and antiseptic packing and dressing applied. 
Death resulted two and one-half months later, the growth 
proving to be a sarcoma of the alveolar type. 

Scheppegrell, 
The Position of the Consonants in the Tone-Series 

9. BEZOLD, Munich. ( Archives of Otology, Vol. XXVI., 
No. 4.) 

The author, in examining the 79 inmates of the Munich 
Deaf-Mute Institute, came to the following conclusion in 
regard to the relation between the hearing power for var- 
ious parts of the tone-series and the hearing of speech of 
all the hearing deaf-mutes. 
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The perception of the area of the tone-series included in 
the interval b'-q?, inclusive, is essential to the understand - 
ing of speech; if the duration of hearing for these tones 
sinks below a certain level it becomes insufficient for the 
understanding of speech. When the hearing for this in- 
terval is absent on both sides the hearing for speech is 
lost. 

The consonants P, T and R must be excluded, as the 
majority of the totally deaf can distinguish between them. 
The consonants M, N, T and K were most frequently found 
wanting. 

According to Helmholtz the humming sound which is 
caused by the formation of M, N and Ng adjoins the U 
situated lowest in the scale among the vowels; the proper 
tone is placed on F, whose timbre permits variations of the 
proper tone to almost the breadth of an octave. 

Wolf considers d/II and d/III, as the upper and lower 
limits of the consonant K. 

Four ears were limited in their perception of the indi- 
vidual consonants to F; the pitch of which is situated be- 
tween f sharp/I. and g IV. 

The tone-limits for S lie between e and Galton3.5. The 
perception for Sh isto be sought between ¢ sharp IV and 
e/V. 

In other cases where more consonants than the above 
were heard a larger continuous hearing range for the tone- 
series was present, extending at least from f sharp I. to 
the middle of the Galton whistle. Not a consonant could be 
correctly perceived in six cases. In these the hearing 
range extended from E to the middle of the Galton whistle. 

Campl i. 
The Diagnosis of Perforation of the Drum-Membrane. 

10. BLocn, Freiberg. ( Archives of Otology, Vol. XXVI., 
No. 4.) 

The author remarks that small deposits on the Mt. a bit 
of dark cerumen, a foreign body, a little dried blood, slight 
ecchymosis in the tissue of the Mt. or even cicatrices can 
form a picture deceptively like that of perforation. 

Frequently it is possible to gain knowledge by means of 
the probe. It is objectionable, however, in that the probe 
may easily introduce infective germs and touching the Mt. 
in most people is unpleasant and even painful. 
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Directing acurrent of air against the Mt. by fixing a rub- 
ber bulb in air-tight connection with the auditory meatus. 
If the bulb is squeezed no sound is heard when the Mt. is 
intact, but if a perforation exists a slight crackling sound 
is heard as the air enters the pharynx if the observer puts 
his ear near the nose of the patient. 

Catheterization of the eustachian tube is less agreeable. 
When a small perforation exists a peculiar sharp crackling 
sound is heard in contradistinction to the simple blowing 
sound of air entering the middle ear with intact Mt. 

Siegle’s speculum is used more especially for observing 
the movability of the Mt. and its separate parts. If with 
this speculum we rarefy the air in the auditory canal when 
a perforation exists no displacement of the Mt. takes place 
because of the corresponding rarefaction of air in the tym- 
panum ,while if the Mt. is whole, rarefying the air in the 
auditory canal causes an outward bulging of the Mt. be- 
cause of the greater air pressure in the tympanum. 

Campbell. 
Goutiness in Its Relations to the Ear. 

Buck, A. H., New York. Medical Record, May 29, 1897. 

The author reports seven cases, the ear lesions of which 
he believes to be of agoutynature. The alterations which 
a gouty diathesis commenly produces in the skin and mu- 
cous membrane of the middle ear are dilated, and therefore 
paretic, blood vessels, retarded circulation, escape of the 
watery element from the blood, both upon the free surface 
and into. the interstices of the tissues, proliferation of the 
cellular elements of the connective tissue stroma, and 
swelling or increase in bulk of the tissues thus affected. 

In rare cases the bony structures adjacent to these may 
become involved. Itis highly probable that the deposition 
of the urates takes place at these spots and that their pres- 
ence plays an important part in exciting the inflammation 
and in retarding the flow of blood through the affected 
tissues. Scheppegrell. 


Intra- Tympanic Surgery, Especially in Chronic Purulent 
Otitis Media. 


12. Burnett, Cuas. H. (Jnter. Med. Magazine, De- 
cember, 1897. 
From a study of 30 operations for the relief of chronic 
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purulent otitis media, the following conclusions are offered 
as the results of excision of necrotic ossicles in this affec- 
tion: 

1. Prompt lessening of the discharge in all cases. 

2. Ultimate cessation of the discharge and cicatrization 
of the fundus in nearly one-half of the cases, as observed 
so far. 

3. Arrest of the advance of caries and necrosis in the 
drum-cavity, aditus, antrum and mastoid cells, thus less- 
ening the liability of the occurrence of intra-cranial lesions 
of otitic origin. 

4. Improvement in hearing in more than half the cases. 

5. Marked amelioration in the general health, especially 
in those cases presenting symptoms of slight septicemia 
from the chronic purulency. Scheppegrell. 


Ear-Vertigo from Anemia of the Labyrinth. 
13. BuRNETT, CHAS. H. ( Péiladelphia Polyclinic, July, 
1897. 
Deafness, tinnitus and ear-vertigo due to anemia of the 
labyrinth are of rare occurrence. These cases, as far as 


reported, are not accompaniments of general anemia and 
appear to be purely local, the causation not being fully 
understood. 

Anemia of the labyrinth, causing deafness, tinnitus and 
vertigo, may be diagnosed in two ways, viz., by the tem- 
porary congestion induced in the labyrinth by eating, and 
also by inhalation of nitrite of amyl. If temporary im- 
provement in all or any of these symptoms ensues after 
eating or after inhalation of afew minims of nitrite of 
amyl, we are justified in making a diagnosis of chronic 
local anemia of the labyrinth. The author advises the ad- 
ministration of trinitrin, 1-100 gr. two or three times daily, 
and reports a case which was benefitted by the use of this 
drug. Scheppegrell. 

A Foreign Body inthe Ear. 

14. Burnett, CHAs. H. ( Philadelphia Polyclinic, Oct. 
2, 1897. 

A rolled leaf was removed under ether anesthesia from 
the ear of a girl of five years. The danger of unskillful 
efforts to remove foreign bodies from the earis emphasized 
in this article. » Scheppegrell. 
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Operations on the Drum-Membrane and for Improvement 
of the Hearing. 

15. CLARK, E. 8S. ( Pacific Med. Journal, July, 1897. 

In two cases of deafness in which the drum-membrane 
was thick and opaque, the removal of a small portion of 
the tympanic membrane was followed by negative re- 
sults. In cases in which the tympanic membrane has been 
almost or wholly destroyed by chronic otorrhea, and the 
ossicles injured by necrosis with ankylosis, the removal 
of one or more of the ossicles will cure the otorrhea and 
improve the hearing. Scheppegrell. 


Histological and Pathological Contribution on the Malleus 
and Incus. 


16. DONALIES. Assistant to Royal University Aural 
Clinics, at Halle. ( Archiv. f. Ohrenh., June 10, 1897.) 

The ossicles do not always have the same histological 
structure, but show important differences, especially in 
bone substance and cavities. As for the bone substance, 
most writers concede that it consists of compact outer and 
spongy inner substance( /uedinger- Monat. f. Ohrenh.,Ul., 


4). Looking at our preparations, we are persuaded, with 
Brunner ( Beitrage zur Anat. des Mittleren Ohres., 1870), 
and Eugen Rosner ( Monat. f. Ohrenh., 1878,x), that they 
consist only of substantia compacta, denser in the outer 
layers. There are only isolated indications of spongiosa 
in connection with the marrow canals. The medullary 
canal, which is particularly well marked in the incus, is of 
irregular form. Medullary canals are found in all parts 
of the ossicles, especially in the incus, where the diameter 
of the medullary canal embraces one-third of the entire 
section surface. The medullary canal runs the whole 
length of the bone; it narrows much along its length. We 
are certain that the medullary cavity goes through all pro- 
cesses, even to the outermost extremity, where it is con- 
nected with the external surface of the bone by little can- 
als, 

In the medullary spaces we find a net-like, connective 
tissue, which holds the medullary cells and the large blood 
and lymph vessels. The Haversian canals contain blood 
and lymph vessels. Most canals have two vessels, a large 
vein and a small artery, which do not quite fill the canal 
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The large vessels, which occupy the medullary snaces are 
connected with those which enter from the periosteum 
through the Haversian canals, by anastomoses. 

The ossicles are, therefore, unusually well provided with 
blood vessels; the malleus even more than the incus. 

Although a carious affection of the ossicles is frequently 
observed, we cannot make the histiological structure of 
the bones or their nutrition responsible. The cause must 
lie elsewhere. Schwartze found the vertical ramus of the 
incus oftenest diseased. For given reasons, it seems more 
plausible to assume that in most cases the disease originates 
in the periosteum. In caries of the ossicles we may as- 
sume that it is the result of periostitis. After the destruc- 
tion of the periosteum the bone is deprived of outside 
nutrition. Itis certain that when caries results from dis- 
turbances of nutrition large pieces of bone decay, and thus 
we have a combination of caries and necrosis. Following 
the periostitis occurs an inflammation within the bone. 

We feelit to be our duty again to emphasize that destruc- 
tion of the ossicles must not be looked upon as a passive, 
or even a chemical process, but as a disease, having its 
origin in inflammation within the bone, which, once there, 
progresses independently of environment. This is proved 
by the numberless cases of middle ear suppuration, com- 
plicated by disease of the ossicles, and which have been 
cured through removal of the latter. 

That spontaneous cure of caries of the ossicles is possi- 
ble, should not be questioned; but this occurrence must 
be considered rare when contrasted with the prevalence of 
the disease. Alderton. 

A Case of Hyrerostoses of the External Auditory Meatus. 

17. DuNN, JNO., Richmond. ( Virginia Medical Seni- 
Monthly, Feb. 26, 1897.) 

The patient, a girl of 18 years, had suffered from ear 


disease for several years. The naso-pharynx was cleared 


of extensive lymphatic hypertrophies, and the usual treat- 
ment instituted. Three years later the patient again ap- 
plied for treatment, and an examination showed that the 
external auditory meatus was almost occluded with bony 
growths. There was an offensive discharge. 

The mastoid antrum was opened, a part of the posterior 
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wall of the external canal removed, and an opening made 
through the hyperostoses into the middle ear, which was 
curetted. Eight dayslater there was complete right side 
facial paralysis. The ultimate result was satisfactory, the 
paralysis disappearing and the external auditory canal re- 
suming its normal condition. There was also considerable 
improvement in the general health of the patient. 
Scheppegrell. 

Spontaneous Discharge of Cerebro-Spinal Fluid Through 


the External Meatus, Probably Through 
aCongenital Fistula. 


18. Escat, Toulouse. ( Arch. International de Laryngol 
d’ Otol. et de Rhinol., November and December, 1897.) 

In a girl of 10 years, without known cause or pain or other 
symptoms, a watery fluid was discharged from the ear. 
This flow lasted for some minutes and recurred 10 to 12 
times a day fora month or two. It stopped for several 
months. The amount of each flow was half aglass. In 24 
hours it amounted to 500 cc. Examination of the ear with 
the speculum revealed nothing abnormal, and aspiration 
failed to produce any liquid. A fistula could not be seen, 
but was suspected in the anterior, superior part of the in- 
ner third of the canal. This part was treated with gal- 
vano-cautery. Since then the flow has stopped. 

Holinger. 
Anatomical Observations Which Explain Why Mastoiditis 
Does Not Occur With More Frequency in Cases of 
Suppurative Otitis Media. 

19. Forns. ( Annales des mal. deloreille, etc., August, 
1897; Laryngoscope, December, 1897.) 

The tympanic cavity is not an exclusive cavity. This 
cavity which, during enbryonic fetal life, is filled with a 
gelatinous tissue, is emptied soon after birth; but the pro- 
cess of reabsorption gives rise to various fibro-mucous 
folds, which are like membranes of more or less marked 
consistence, which have been partially described by some 
under the name of ligaments, and which on the whole, are 
nothing more or less than a species of epithelium, which 
covers and protects all and each of the structures within 
the tympanum. This process gives origin to the system 
of cavities which divide the tympanic cavity into various 
compartments. 
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Of these there are two of great anatomo-pathological 
importance—one, anterio-inferior, which I propose should 
be called tubal compartment of the tympanum; and an- 
other, postero-superior, which may be called attico- 
mastoid compartment. 

The septum which separates these compartments, and 
which encloses in its thickness the chain of ossicles, orig- 
inates above the eustachian tube, and extends along its 
anterior part in the form of a tent from the external to the 
internal wall of the tympanic cavity. At the external 
surface it surrounds the anterior muscles of the malleus, 
the existence of which I have been enabled to prove on the 
cadaver, although none of the modern anatomists make 
mention of said muscle. 


Now, from this point, which is the anterio-external 
limit, it runs toward the external wall, protecting the 
chorda tympani from where it leaves the anterior pocket 
of von Troeltsch, forming a very acute angle with the 
tendon of the: before-mentioned anterior muscle of the 
malleus. The membranous expansion before reaching the 


malleus receives the reflex tendon of the internal muscle of 
the same, and from this point it gives off various expan- 
sions. Some, the internal, go to form all those ligaments 
which unite the hammer and its neck to the immediate re- 
gions, and which have been described ‘by some anatom- 
ists. Another continues up to the long process of the in- 
cus along the postero-internal portion, constituting a sort 
of diaphragm, which has been described by Urbantsch- 
itsch, and which reaches the posterior part of the promon- 
tory above the round window, continuing along the stapes, 
the latter being surrounded by it up to its base, and ex- 
tends up to the posterior wall to protect the tendon of the 
stapedius muscle. Other posterior expansions give rise to 
the posterior ligaments of the ossicular chain. 

In this way the tympanic cavity is completely divided 
into two great compartments, and other smallerones. An 
anterio-inferior compartment, comprising anteriorly the 
eustachian tube, through which it is continuous with the 
rhino-pharyngeal cavity, and comprising that portion of 
the tympanic cavity which is in relation with the tym- 
panum proper, and is limited posteriorly by the inferior 





64 ABSTRACTS FROM OTOLOGICAL AND 


portion of the posterior wall of the tympanic cavity and by 
the septum already mentioned; it, then, has in its pos- 
teiror cavity the opening of the round window, and as a 
proximal limit, we have the oval window enclosed in the 
thickness of the before-mentioned septum. All these con- 
stitute the antero-inferior chamber. 

Above the septum already described there is another 
compartment, made up of the attic, antrum and mastoid 
cells. 

I said before, that there were other smaller septa, ex- 
pansions of the one just described, which, in this connec- 
tion, constitute cells of minor importance. They are: Von 
Troeltsch’s and Prussak’s pockets, the cavities of Pol- 
itzer, and others of less constancy. 

After due deliberation, I believe that this is a normal di- 
vision of the tympanic cavity, and serves to explain var- 
ious facts, namely, that the otitis which we call catarrhal, 
is not pan-otitic, but otitis of the tubal chamber; that is, 
that as we consider some otitis as being limited to Prus- 
sak’s pocket or pouch, we should likewise bear in mind 
that all the catarrhal otitis, by tubal infection, remains in 
its propagation, limited to the antero-inferior or tubal 
chamber, and that it requires some time before destruc- 
tion of the septum, which I have described, permits the 
process to invade the mastoid region. 

Experiments on the fresh cadaver have proven the truth 
of my statements. If one attaches the canula of an irri- 
gator to the eustachian tube, after removing the superior 
wall of the mastoid antrum, and injects water, it will not 
flow out when the level of the fluid is in favor of the irri- 
gator. Allowing the deposit to ascend to four or six cen- 
timeters, the water does not flow out, although its level 
makes one suppose that the fluid most likely has passed 
into the mastoid region. Then, to be assured that there 
was no tubal obstruction, the writer makes a paracentesis, 
when the fluid was seen to make its exit with abundance 
through the tympanic wound. Shortly afterward, when 
the external auditory canal was tamponed, the water did 
not come out through the mastoid region; but on lifting 
the vessel still higher, it was observed that when it was 
24, 26, and in one instance 30 centimeters above the level 





RHINO-LARYNGOLOGICAL LITERATURE. 65 


of the water over the preparation, the septum, which pre- 
viously described, ruptured, and then the water made its 
exit in an abundant stream through the mastoid antrum, 
as it occurred before through the external auditory canal. 

In judging the true merits of this experiment, we must 
not lose sight of the fact of the loss of resistance which 
takes place in the organic tissues after death. 

The writer believes that the counter-proof which was 
cited will suffice to complete the demonstration, why it is 
that mastoiditis is rare in relation with cases of suppura- 
tive otitis media. Loeb. 


A Case of Primary Epithelioma of the Tympanum, Following 
0. M. P. C. of Twelve Years Standing. 


20. HAMON Du FOUGUERAY, Mans. ( cluneles des mal. de 
Poreille, ete., August, 1897.) 

This case was the first of malignant tumor originating 
in the middle ear that F. has had in twelve years. 

Female, 43 years old, scrofulous, O. M. P. C., following 
sore throat. In September, 1896, sharp pain recurred 
from time to time; the suppuration and pain increased 
daily, until the latter became almost continuous. The pus 
became fetid. Hemorrhages at various times from canal. 

November 9, 1896. Very pronounced deafness in left 
ear, with almost constant tinnitus. Canal filled with yel- 
low, fetid pus. The skin of the internal third of the canal 
was vivid red, without notable swelling, and showing 


upon the posterior wall a small fleshy growth, bleeding 


upon touch. 

Large perforation of the Mt. postero-inferiorly: the 
membrane was also very red and swollen. The perfor- 
ation was irregular, its edges ulcerated, granulated, and 
at the center a growth whose summit projected into the 
canal; all these bled on touch. Incomplete left facial par- 
alysis. 

Operation refused. Under treatment, at first the local 
condition seemed to improve. Toward December 20, pain 
returned, acute and radiating; facial paralysis accentu- 
ated; mastoid still normal in aspect, became sensitive to 
pressure. 

Operation refused. Patient not seen again until March 

















66 ABSTRACTS FROM OTOLOGICAL AND 





18, 1897, being seriously ill. Mastoid markedly tumefied; 
near the position of the antrum, the violet-tinted skin 
showed a perforation, across which stretched a large 
fleshy growth, soft and vascular. There was discharging 
a great quantity of fetid pus. Continuous intense pain, 
no sleep for fifteen days, axillary temperature 39.5°. De- 
lirium during night. 

Operation March 20, 1897: The soft structures were 
lifted away from the bone, over the temporal, parietal, 
occipital and superior mastoid regions, by an enormous 
quantity of soft vegetations, friable and vascular; these 
were removed by curetting, In the region of the antrum 
the external osseous wall had disappeared, together with 
the posterior wall of the canal. The tympanum and an- 
trum formed one single cavity, filled with fungosities, 
which were carefully curetted. 

The tegmen tympani was destroyed and the growth ex- 
tended into the cranial cavity under the dura. This dan- 
gerous region was cleared as completely as possible. 

Results of operation good. Temperature during next 
twenty days did not exceed 38°, and patient was much re- 
lieved. 

April: Mental disturbances, but no fever, nightmares, 
difficult sleep, intelligence affected for the first time, es- 
pecially in speaking. She confounded the names of ob- 
jects and at times failed to recognize persons. Com- 
plained continuously. Progressive emaciation. New 
fungosities appeared in the wound; pus again fetid and 
invasion of the deep parts by the neoplasm was evident. 
Died June 4th. 

No autopsy. Histological examination showed the tumor 
to be a permanent epithelioma. Alderton. 


Contribution to the Study of Affections of the Ear in 
Gouty People. 


21. GELLE, GEORGES. ( Arch. intern.de Laryngol d’ Otol 
et de Rhinol, September and October, 1897. Briefly men- 
tioned in Proceedings of French Otological Society, May 
5, 1897.) 

There are four points that the author of this paper seeks 
to prove: 
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1. Gouty people have a predisposition to affections of the 
ear. 

2. Otitis in these people hasa peculiar, almost character- 
istical, course and clinical aspect. 

3. Otitic troubles sometimes announce a new attack, or 
a new manifestation, of the arthritic diathesis. They stop 
as soon as this latter has appeared. 

4. The dizziness, which is usually described under the 
name of gouty dizziness, is often nothing but a labyrinth- 
ine vertigo, which announces an acute or chronic otitis. 

From his abundance of patients, he gives a number of 
histories which must be considered as proving what he 
says. 

He notes all forms of affections of the ear as occurring 
among the gouty, acute and chronic otitis, dizziness, noises, 
etc.; so it seems the middle ear, as well as the inner ear, 
may be the seat of the trouble. At the end of this paper 
the author gives the following resume: 

1. In adults, or children predisposed to or affected with 
gout, the ear may be affected with acute or chronic suppu- 
rative or non-suppurative inflammations. This otitis is 
very intractable to treatment. 

2. The gouty otitis media may start from simple con- 
gestion or infection from the naso-pharynx. The con- 
gestion may be in the attic, or in the ossicles. Later on 
we will observe infiltration with lime salts and retraction 
of the membrane. 

3. Very often the catarrhal otitis announces the attack 
of the gout and disappears with its onset. 

4. The vertigo of gouty people is almost always due to 
ear troubles. Holinger. 


Noises in the Head. 

22. GLEASON, E. B., Providence, R. I. ( Atlantic Med- 
ical Weekly, March 13, 1897.) 

Tinnitus may be due, not only to diseases of the ear, but 
also to anemia, or more rarely to aneurism. Tinnitus due 
to middle-ear catarrh is sometimes alleviated by large doses 
of bromides, but more satisfactory results may be obtained 
by the patient taking, after meals, a pill containing one- 
fourth grain nitrate of silver, one-third grain extract hyo- 
scyamus and one-thirteenth grain of strychnia. 
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Irritation in the external auditory canal, as from im- 
pacted wax, foreign bodies, etc., may also produce tinnitus. 
It is sometimes also of reflex origin, as from the nose, 
teeth, or digestive tract. Scheppegrell. 





Two Cases of Paralysis of the Left Vocal Cord of 
Alcoholic Origin. 

23. GRANT, London. (Journal of Laryngology, Lhin- 
ology, and Otology, October, 1897.) 

Case I. A clergyman, aged 40, complained of weakness 
of his voice, which came on suddenly at the commence- 
ment of a service. There was complete immobility of the 
left vocal cord, both in respiration and phonation in the 
cadaveric position. There were very limited movements 
of the cartilage of Santorini. The thorax was normal, and 
no evidence could be elicited of specific infection. He was 
suffering from left-sided sciatica, and there was a consid- 
erable degree of anesthesia of the skin of the affected limb. 
There were no signs of locomotor ataxia, no evidences of 
lead, mereury or arsenic poisoning. He had morning 
anorexia, frequent disturbances of the liver, and his slov- 
enly dress was out of harmony with his professional posi- 
tion. Alcoholism was suspected, and he admitted drink- 
ing a pint of strong stout at each meal, and he spent the 
evening reading and drinking brandy and water. Com- 
plete abstinence from alcohol, with nux vomica and rest 
of some weeks, brought about a complete cure of the 
laryngeal paralysis and a disappearance of the sciatica 
and his morning anorexia. 

Case Il.—A woman of middJe age complained of a per- 
sistent cough. She had a slight bronchial catarrh and a 
well marked paralysis of the left vocal cord. Several 
years previously she had had excised from the right 
breast a tumor, suspected to be cancerous. There were 
no indications of syphilis or of tuberculosis. The patient 
had nausea and morning anorexia, and was subject to 
bilious attacks. She was accustomed to take frequent 
doses of liquor on account of certain cardiac attacks. 

Alcoholic stimulants were limited to two glasses of Mar- 
sala daily. She was given the hydrochloric solution of 
arsenic with aromatic spirits of ammonia and codeia pas- 


telles to allay the cough. In two weeks’ time her general 
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condition had greatly improved, the cough had dimin- 
ished, and distinct movements of the left vocal cord were 
noticeable. Ten days later the movements were still more 
pronounced and the author was able to assure the patient 
that the affections was a peripheral neuritis of the left in- 
ferior laryngeal nerve and in no way depended upon ma- 
lignant disease. Campbell, 
Peripheral Polyneuritis of the Auditory and Laryngeal 
Nerves. 

24. GRANT, London. (Journal of Laryngology. Rhi- 
nology and Otology,, October, 1897.) 

The author considers the discovery of peripheral poly- 
neuritis and the treatment of myxedema as the two most 
important additions to medical knowledge since his en- 
trance into the practice of medicine. 

Peripheral neuritis, especially that form arising from 
alcohol poisoning is insidious in its onset, is frequently to 
be found when looked for, and the results of its treatment 
are little short of marvellous. 

Alcoholic paralysis of the auditory nerves has been 
studied by Kiesselbach and Alt. They found the condi- 
tion to be a true nerve deafness; it tends to pass off in 
three weeks time, and to be replaced by noises in the ear. 
In Alt’s case an ophthalmoscopic examination afforded a 
valuable confirmation of the diagnosis. 

Two cases of alcoholic neuritis of the recurrent laryn- 
geal nerves were reported by the author at the French 
Laryngological and Otological Society, in April, 1897.) 

Campbell. 
Some of the General Principies which Should Govern Oper- 
ations for Otitic Brain Disease. 

25. GREEN. J. O. ( Boston Medical and Surgical Joure- 
nal, Vol. 137, p. 145, 1897.) 

The otitic brain diseases are four: Pachymeningitis ex- 
terna with extradutal abscess, leptomeningitis or arach- 
nitis, encephalitis or brain abscess, and phlebitis and 
thrombosis of the sinuses and jugular vein. These are 


all caused by infections from the ear, the microbes being 


the same variety as are found in the suppurating ear cav- 
ities, chiefly streptococci, staphylococci and pneumococci. 
The proportion of deaths from otitic brain disease to 
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deaths from all other causes and to the total number of in- 
habitants, according to the Prussian statistics for 1885,- 
are as follows: 
Age. In 10,000 living. Per cent. of all deaths. 
0-10 1.14 0.22 
10-20 2.35 5.15 
20-30 2.79 3.85 
30-40 1.53 1.44 
Above 40 0.72 0.21 


With all the otitic brain diseases except arachnitis, 
aseptic surgery has dealt successfully. 

Operations on lateral sinus: Cured. Died. 
With ligation of the jugular, 63.4 per cent. 36.6 per cent. 
Without ligation of jugular, 42.0 per cent. 58.0 per cent. 


Operations for brain abscess: Cured. Died. 
Cerebrum - - 65.3 per cent. 44.7 per cent. 
Cerebellum - - 56.25 per cent. 43.75 per cent. 


As far as the value of statistics go, these tables present 
very favorable results for diseases in which the prognosis 
is desperate without surgical interference, and in which 
medicine is absolutely powerless. 

The difficulty of making an exact diagnosis in these 
cases at a sufficiently early period to give favorable re- 
sults, justifies us in making an early exploration of the 
bone, the cavity of the ear being first inspected. The 
author submits the following conclusions: 

1. In otitic brain disease early operation is advisable, 
but an early exact diagnosis is often impossible. 

2. The chances are 79 in 100 that a fistula through the 
bone from the ear will lead directly to the brain disease. 

3. The infected ear requires operation in any case, and 
this operation can be combined with an exploration for the 
bony fistula and the recognition and treatment of the 
brain disease. Scheppegrell. 
Annual Report of the Royal University Aural Clinic at Halle, 

From April |, 1894 to 1895. 

26. Drs. CARL GRUENERT AND ERNST LEUTERT. ( Archiv. 
ft. Ohrenh., Bd. 42, H. 3 and 4.) 

Treated 1,716 patients; 183 were treated indoors; 115 
males, 68 females. Of this number 159 were discharged; 
99 males, 60 females. Died, 5; 4 males, 1 female. 
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Removal of the malleus for the cure of chronic suppu- 
ration was done 7 times; 2 permanently cured; 2 cured 
later by Stacke’s radical operation. In both of these cases 
it was found that the presence of cholesteatomata in the 
middle ear hindered success of first operation. Only two 
cases out of five permanently cured. 

Removal of malleus and incus in cases of sclerosis were 
not attempted, as the results had not been good in former 
years. Experience teaches that, as a rule, in sclerosis, the 
real hindrance to sound conduction lies internal to the os- 
sicles. A case was diagnosed as ankylosis of the stapes and 
operation done only to find in place of the stapes an os- 
seous mass which filled the foramen ovale (Greunert, 
Archiv. f. Ohr., Bd. XLI., S. 314.) 

In four cases, synechotomy was undertaken to improve 
the hearing, and in only 2 was aresult noticeable. 

The mastoid operation was done in 87 cases; 46 cured; 
21 result unknown; 7 still under treatment; 8unimproved; 
5 died. In acute cases, Schwartze’s method was em- 
ployed; in chronic cases, middle ear freely opened after 
Stacke’s method, with modifications usual to this clinic. 

Of the 1,716 aural patients, 8 died; 3 outside the clinic 
from other causes; 5 in the clinic of intra-cranial compli- 
cations. Only one autopsy permitted in the 3 cases out- 
side of clinic. Gives history of cases. Alderton. 

Double Massage and Its Value in Diseases of the 
Middle Ear. 

27. ILJISCH, ALEXANDER. (Arch. {2 Ohren., Bd. 42, H. 
3 and 4. 

It is well known that inflation of the tympanum is not 
only useless, but really injurious in many chronic cases 
of middle ear trouble, particularly in sclerosis, or when 
the mobility of the ossicular chain is impaired. There- 
fore, many aurists have sought to treat these conditions 
by way of the external canal, the most notable devices 
for this purpose being those of Delstanche, Haug, and 
Kirchner. Hommel’s tragus massage (recently again 
brought to notice by B. Alex. Randall-Tr.) did not meet 
with favor. Urbantschitsch’s tubal massage by bougies, 
was transformed by Laker into a vibratory massage of the 
tubal mucous membrane. Lucae and Walb obtained good 
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results with the pressure sound, while others found it of 
small value. 

Tréltsch and Politzer called attention to the fact that 
when inflation was combined with rarefaction of the ex- 
ternal meatus, the effect of treatment was generally 
heightened. Jankau invented ( Deutsch med. Woch., No. 
46, 1896), an apparatus for this purpose, consisting of a 
rubber ball with tubes about half a meter long to fit the 
catheter and the ear-piece for the meatus. At the place 
of junction of the tubes with the ball there is a valve for 
air exhaustion (in the direction of the catheter) and for 
air pressure (in the direction of the terminal for the 
meatus.) Jankau uses this device thus: The catheter, 
connected with the rubber tube, is introduced into the 
eustachian tube orifice; the ear-piece firmly into the ex- 
ternal meatus. Then he executes from 200-300 short move- 
ments in { time on the ball. In this manner a massage- 
like effect is created, the air being condensed in the tym- 
panum and exhausted in the meatus. Jankau recommends 
double massage in all cases where catheterization would 
be proper. ‘‘Good results have been obtained in begin- 
ning sclerosis, particularly in young patients, in adhesive 
inflammation, etc.” 

Iljisch attempted to establish the therapeutic value of 
double massage, used alone, and in connection with cath- 
eterization in diseases of, both the sound-conducting and 
sound-perceiving apparatus, from the standpoint of care- 
ful objective examination. 

The short movements must be executed alternately with 
the three middle fingers and the thumb, for if the vibra- 
tions are too rapid, marked fatigue takes place. Also a 
minimum number of vibrations should be adhered to, in 
order to secure movements of the part lying between the 
pharyngeal and tympanic tube orifices. In cases with 
normal tube, the slightest pressure of the ball suffices to 
make a fine sound perceptible by means of the otoscope. 
The greater number of patients do not perceive this vi- 
bration when the catheter alone is used; but as soon 
as the ear-piece is placed in the outer canal, they say 
they are sensible of the vibration of the drum membrane. 
With practice, 200-250 single movements can be executed 
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ina minute. But as fatigue soon follows, Jankau devised 
an electro-motor, which acts as well as hand massage. 
The number of patients under Iljisch’s observation was 

50, with 91 different affections of the ear, as follows: 

Subacute tubal catarrh - - - - 

Chronic tubal catarrh - - - - 

Chronic catarrh of tube and middle ear - 

O. M. C. C. et otitis externa - - 

Sclerosis (young people) - - 

Sclerosis (old people) - - 

O. M. P. Residuosa - 

Labyrinthine disease - 


Total - - - . - é - 91 

Each case received a thorough examination, including 
functional testing. Thirteen patients with twenty-four ear 
diseases were observed only once. 

[1.—Subhacute Tubal Catarrh. Two cases in young girls. 
In the first case hearing was improved from whisper heard 
close to ear on one side, and 20 ctm. on the other, to about 
6 m. in both ears; the catheter having previously been 
used without effect. Inthe second case, ? m. on one side, 
and 2 m. on the other, improved to over 6m. in both ears. 

1.—Chronic Tubal Catarrh. Three cases. In one case, 
catheterization without effect, hearing distance improved 
from 2} m. to6 m. In another case, with slight improve- 
ment under catheterization, hearing was improved from 
about 20 ctm. to 5 m; the massage also diminished the 
tinnitis in one ear. In the other two cases, hearing was 
very bad; it was improved in both. 

Hl.—Chronie Catarrh of Tuhe and Middle Ear. Fif- 
teen patients with twenty-three affected ears. Nine com- 
plained of tinnitus as well as deafness. Rinne positive in 
16 cases, negative in 7. Perception of high tones normal 


in 14, slightly impaired in 9. [The diagnosis might cer- 


tainly be called in question in some of the above cases.— 
Abstractor. | 

In twenty-three affected ears, after first massage, test 
for whisper shows in all cases marked improvement over 
eatheter. In the further treatment only double massage 
was employed when the tube proved pervious: where 
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there was marked stenosis, however, air was first blown in 
to facilitate vibration. In the ten cases remaining for any 
time under treatment, the improvement was lasting in all 
cases. [The author’s arithmetic seems defective. He 
mentions fifteen cases, reports that fivedid not return, and 
that seven returned only once, and yet has ten cases show- 
ing lasting improvement.—Abstractor. | 


The influence of double massage on the subjective audi- 
tory sensations was of value in nearly every case. Tin- 
nitus always better after massage, and sometimes absent 
for a whole day. In twocases, in which tinnitus had, been 
present for years, it greatly diminished during treatment, 
while in the remaining cases the improvement was but 
temporary. 

IV.—Chronic Middle Ear Catarrh with Labyrinthine 
Complication. Seven patients, aged from 14 to 49 years, 
with twelve affected ears, subjective auditory sensations 
in five cases. Rinne positive in five and negative in seven. 
Perception of high tones normal twice, slightly impaired 
twice, and seriously impaired in seven; in one case no 
perception. Hearing distance fluctuated for whisper be- 
tween 10 ctm. and 1 m. for numbers, between 0 and 40 
ctm. for words. 

Therapeutic results were not marked. In three cases no 
results; in eight cases a better result obtained with first 
massage than with catheter. In four cases, the tinnitus 
was lessened; in one case no change. 

V.—WSclerosis. Ten patients with twenty affected ears. 
Three cases were sclerosis of old age. Five patients com- 
plained of subjective sensations. Rinne, eleven pos- 
itive, nine negative, perception for high tones normal in 
thirteen, slightly in five, and seriously impaired in two. 
Hearing distance for whisper before treatment, between ( 
and 1 m., 60 ctm. for numbers; 1 m. 40 ctm. for words. 

Comparing double massage with the catheter, at the first 
treatment in eight cases (three of sclerosis from old age) 
the hearing was not improved; in eleven cases, marked 
improvement over catheter; in one case improvement, 
when catheter was useless. In the majority of cases there 
was gradual, but marked improvement in hearing, which 
remained stationary on reaching a certain degree. 
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VI.—O. M. P. Residuosa. Eight patients with eleven 
affected ears. Tinnitus in two cases. Rinne positive in 
seven; in four, negative. Perception of high tones nor- 
mal in three, in seven slightly, and in one seriously im- 
paired. Hearing distance before treatment from 4 ctm. 
5 m. for numbers, and from ‘‘close to ear’’ 2} m. for 
words. There occurred in ten out of eleven; improvement 
after the first massage, when none was obtained from the 
catheter. 

The improvement in the hearing was not only real, but 
lasting. In the two cases with tinnitus, not materially les- 
sened in one, in the other notably diminished. 

VII.— Disease of the Labyrinth. Ten patients with six- 
teen affected ears. Tinnitus in six cases. Perception for 
high tones impaired in all cases. Hearing seriously im- 
paired; complete deafness—25 ctm. for whispered num- 
bers, 10 ctm. for whispered words. No result after treat- 
ment in twelve cases; four slightly improved, in two 
where the catheter was useless. Tinnitus was temporarily 
abolished in some cases. 

Resume.—In all cases where any result was obtained by 
the catheter, it was increased by double massage. 

The results from double massage were, on the whole, 
more lasting. 

Double massage is of great value in sclerosis. 

In no case did double massage work unfavorably upon 
the hearing or tinnitus. 

Air massage acts upon the mucous membrane; the 
swelling is gradually reduced, and a permanent widening 
and flexibility of the tube results. Italso has a tonic ef- 
fect on the mucous membrane. No relaxation of the drum 
takes place. The mobility of the ossicular chain is en- 
hanced. Alderton. 

Labyrinthine Dizziness Resembling Meniere’s Disease, 


Cured with Pilocarpin Without Decreasing the 
Hearing. 


28. JANKELEVITCH. ( /ter. hebd. de Laryg., a’ Otol. et di 
Rhin., December 22, 1897.) 

The author first mentions the different forms of dizzi- 
ness, namely, from the stomach, heart or ear, and, per- 
haps, from the brain. He thinks that usually during treat- 
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ment the hearing decreases. The patient, 65 years old, 
suffered from trigeminal neuralgia, and in addition, was 
suddenly attacked by vomiting, noise in the ears and ex- 
treme dizziness. Nothing helped until the author made 
injections of 10 minims of 2 per cent. solution of pilocar- 
pin. After the second injection, there was improvement 
of vomiting and dizziness. The subjective noises disap- 
peared last. Holinger. 


A Case of Homolateral Acute Affection of the Auditory, 
Facial and Trigeminal Nerves. 


29. KAUFMANN, Vienna. ( slrchives of Otology, Vol. 
XXVI., No. 4.) 

A man aged 34, of previous good health, was taken ill 
with symptoms of malaise, anorexia, occasional headaches, 
and t>mperature of 38.4 C. The skin of his left cheek 
became red, painful, and covered with small blisters. He 
now suffered from intense headache, vertigo, repeated 
vomiting, and was compelled to stay in bed. 

Nine days from the beginning of his illness, there de 
veloped paralysis of the left side of his face, tinnitus au- 
rium and total deafness of the left ear. There was loss of 
taste on the left half of the tongue; the uvula was not par- 
alyzed. Examination of the internal organs and nervous 
system proved negative. Naso-pharynx, eustachian tube 
and mastoid process were normal. The tuning fork placed 
on the head was heard only on the right side. On light 
tapping of the tuning fork no sound was heard on the left 
side through air conduction; bone conduction was very 
greatly shortened (hearing with the other ear?). The pa- 
tient was kept perfectly quiet and given iodid of sodium 
and injections of pilocarpin. His condition slowly im- 
proved, and when last seen the facial paralysis had dis- 
appeared, and he only complained of continued tinnitus 
and feeling of deafness in his left ear. Loud speech heard 
about 2 m. Weber lateralized to the right. Rinne pos- 
itive for tuning forks of medium pitch with a decided 
shortening of the time of perception; a slight tap of 
C, was not heard at all on the left side, C only for a short 
time. 

By exclusion the affection is considered a _ neuritis, 
though this but rarely affects nerves of the special sense. 

Campbell. 
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Tympanic Neuralgia in Connection with Abscess of the 
Tongue. 

30. KORNER, Rostock. (Archives of Otology, Vol. 
XXXVI., No. 4.) 

A man aged 36, who, since an attack of scarlet fever in 
his third year, has suffered from bilateral otorrhea and oc- 
casional pains in the ears; for the past two weeks he had 
severe pain in the right side of the pharynx and in the 
right ear. A glandular swelling the size of a pigeon’s e; 


was situated between the right inferior maxilla and the 


hyoid bone, and at the base of the tongue between the ep- 
iglottis and the right anterior palatine arch was a dark red 
swelling as large as a walnut. The lower two-thirds of 
both Mt. were wanting, and the tympanic mucous mem- 
brane was congested. During examination, the swelling 
of the tongue opened, discharging a thick odorless pus 
and this was soon followed by relief from pain, both in the 
neck and ear. Campbell. 

A Case of Middle Ear and Mastoid Suppuration in a Diabetic 

Patient, with Remarks on Percussion of the Mas- 
toid Process. 

31. KORNER, Rostock. (Clrehives of Otology, Vol. 
XXVI., No. 4.) 

A man, aged 54, suffered for three days with pain in the 
right ear, when otorrhea set in, but the pain persisted. 
Pulse rapid, temperature normal. The mastoid process 
was edematous and tender. The auditory canal contained 
blood-stained pus. A granuloma projected through a 
small perforation in the middle of the Mt., and upon its re- 
moval the pain became less and the discharge more pro- 
fuse. Although there was marked local improvement, the 
patient’s general condition failed. Examination of the 
urine showed 5 per cent sugar, and albumen in small 
amount. For two days there was hiccough, pulse 120, 
respiration 24, temperature sub-normal. Bacteriological 
examination of the aural discharge showed staphylococcus 
albus in pure culture. 

The percussion note over the two mastoid processes was 
exactly similar. 

The patient continued to fail, otorrhea set in, vertigo 
and slight delirium. Three litres of urine passed in 
twenty-four hours containing 6} per cent of sugar. 
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Five weeks from the commencement of his illness, 
though the two mastoid processes were alike on palpation, 
there was dullness on percussion over the right, and nor- 
mal bony resonance over the left mastoid. The patient 
died in coma. 

Though an autopsy was not made, yet we can say with 
certainty that there was disintegration within the mastoid 
process, because, whenever the percussion-note of a bone 
changes from normal to dullness during our observation, 
and repeated comparison with the percussion of the 
healthy one, without a change in covering of that bone, 
some change in the interior of that bone has surely taken 
place. Campbell. 

Treatment of Chronic Suppurative Otitis Media with 
Picric Acid. 

32. Lacroix. (Arch. internat. de Laryngol., d’ Otol. et 
de Rhinol., November and December, 1897.) The author 
gives a short description of the chemical composition and 
the physiological properties of picric acid. It is at the 
same time antiseptic, analgesic, and keratoplastic. He 
recommends instillations of 

R Picric acid - - - 0.2 
Alcohol 90% - - 3.2 
Aq. dest. - - = 20.2 

M.S. Use mornings and evenings. 


Several histories of patients prove the advantage of this 
treatment. Sometimes the author washes the attic with 
this solution. The treatment is often, but not always suc- 
cessful. In some cases bad consequences have been no- 
ticed directly following the use of the remedy, pain, red- 
ness, swelling of the skin. Therefore, picric acid in con- 
traindicated in acute otitis media and in eczema of the 
meatus. For other reasons it can not be employed in cases 
of cholesteatoma. It is a disagreeable feature that it 
stains the skin yellow. To remove the stains, washing 
with concentrated solution of carbonate of lithia is recom- 
mended. During the treatment, the ear must often be 
washed in order to remove numerous scales produced by 
the picric acid. Holinger. 

Japanese Ivory. 

33. LANNOIS, A. ( Arch. Intern. de Laryngol., d’ Otol. et 

de Rhin., September and October, 1897.) The author de- 
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scribed a little group carved out of ivory, consisting of 
a Japanese priestess removing some wax from an old 
man’s ear. In China it is customary, at the time the head 
is shaved, for the barber to remove the ear wax, which he 
does with wonderful dexterity. This fashion was prac- 
ticed in Japan about 200 years ago, but is now forgotten. 
We find, however, a reproduction of it here, probably 
for the foreign market. Lolinger. 

Suppurative Inflammation of the Middle Ear During Broncho- 

Pneumonia. 

34. LATROLLE. ( tev. hebd. de Laryng., d° Otol., ete., 
November 27, 1897.) The author made a bacteriological 
examination of the secretion of a suppurative inflammation 
of the middle ear, which arose during a chronic broncho- 
pneumonia. He found Koch’s bacillus. Later on, he 
heard that the child was feelling better. It is very hard 
to find a single reason why the author published the case. 
The character of the broncho-pneumonia was not investi- 
gated. He does not state what he means by Koch’s bacil- 
lus, and, finally, he did not even follow up the case be- 
yond a single examination. Hlolinger. 

A Case of Mastoid Periostitis. 

35. LAURENS, GEORGES, Paris. (Annales des mal. de 
Vor., ete., August, 1897.) Mastoid periostitis as a sequel 
of O. M. A., without involvement of the mastoid cells or of 
the external auditory canal occurs so rarely, that we pre- 
sent the following striking example: 

Male, 27 years old, first seen March 18, 1897; intense 
coryza twelve days previously, with acute right otalgia and 
hardness of hearing. Since three days, diffuse swelling 
over whole mastoid region. No otorrhea. No previous ear 
trouble. 

Present condition: Auricle stands out perpendicularly 
from side of head, because of an enormous gathering oc- 
cupying all of mastoid region, obliterating the retro-aur- 
icular groove; the superior and inferior limits of the 
swelling correspond to those of the mastoid; swelling is 
red, tender and fluctuating. Traction of the auricle is not 
painful. No excoriation any where near fhe parts in- 
volved. The external auditory canal is free, skin normal. 
Mt. slightly pinkish, not swollen; manubrium injected. 
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Watch heard only 20 ctm. Naso-pharyngeal tract shows 
subsiding coryza; the right tubal prominence is edematous 
and swollen. General condition of patient satisfactory. 

March 19, Operation: Incision evacuated pus; no sign 
of fistula or disease of osseous wall of mastoid or canal. 
Notwithstanding, mastoid was opened to antrum; no pus 
or granulation tissue anywhere, and antrum was normal. 
Paracentesis of the Mt. was then done, showing the tym- 
panic cavity to be empty, and containing no pus. 

Healing uneventful. Watch heard 1 meter, whisper 
2.50 m. 

Evidently a case of mastoid periostitis without lesion of 
the cells; Wilde’s incision would have sufficed here. 

Adeno-phlegmon of the retro-auricular gland could be 
excluded as the tumefaction in adenitis does not encroach 
on the auricle. 

Furunculosis of the canal could be excluded, the canal 


being normal. 

The coryza provoked an otitis media by extension 
through the tube, and the mastoid periostitis was induced 
by infection from a distance, and not by direct propaga- 


tion, through the vascular connections between the perios- 
teum and the middle ear cavities, 

But this case must not be regarded as a triumph for 
Wilde’s incision; against the rare successess it has given 
must be placed the countless misfortunes which it has 
caused. Wherever we have been in doubt as to the con- 
dition of the antrum, we have preferred to trephine. Why 
should differences be allowed to exist between otological 
surgery and the precepts of general surgery? Since the 
days of asepsis and antisepsis, the number of surgeons 
who abstain from operating, diminishes more and more. 

The chances of infection are singularly less in an ex- 
ploratory mastoidotomy than in an exploratory laparotomy, 
and yet how often is the latter done? Alderton. 


Air Douche Through the Tube Into the Middle Ear. Modifi- 
cation of Politzer’s Experiment. 


36. LAVRAND. H. (Jer. hehbd.de Lar., d’ Otol. et de 
Rhin., December 4, 1897.) The ‘*new’’ procedure which 
the author advocates for inflation of the middle ear, con- 


sists in blowing out the cheeks instead of drinking water. 
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[Is it not odd that this should not have been known to the 
French previous to May, 1897, when Lavrand told them 
about it?—Abstractor. | Holinger. 

Removal of a Large Cholesteatoma of the Temporal Bone 

Through a Big Opening in the Auditory Canal. 

37. Licutwitz. ( Arch. internat. de Laryngq., d’ Otol. et de 
Rhinol., November and December, 1897.) Patient is 
25} years old. Since his seventh year, when he had ty- 
phoid fever, he suffered from suppuration from his ears. 
At the age of 13, the cholesteatoma was diagnosed but not 
operated upon, because it caused no symptoms. There 
was no pain, nor facial paralysis nor dizziness. Now, with- 
out further symptoms, two cholesteatomatous masses, 
each the size of a hazelnut, have been removed. The 
whole posterior bony wall of the external canal was found 
to be absent. At the end of this paper the author takes 
exception to the statement of Hessler, that these growths 
originate in the external meatus, by stating that this, as 
well as a former case published by him, began inthe mid- 
dle ear. Hessler had mentioned the first case as proving 
his theory. Holinge r. 

Some Modern Aspects of Deaf-Mutism. 

38. Love, J. K. (Journal of Laryngology, Rhinology 
and Otology, December, 1897.) 

I.—Regarding Our Nnowledge of the Causes of Deaf- 
Mutism. Most cases of acquired deafness resulting in 
dumbness are due to (a), exanthemata; (b), meningitis, 
or conditions mistaken for it; (c), continued fevers, dur- 
ing the course of which meningitis is developed. Without 
a cochlea, a deaf mute cannot hear; wherefore, it is in- 
teresting to know that often a part of the labyrinth escapes 
destruction, while on the other hand a deaf mute is some- 
times able to hear a high note and nota low note, ora 
deep, and not a soprano voice. 

Il.—J/tegarding the Modern Management of Deaf-Mutisin. 
About all that the aural surgeon can do is to guide the 
teacher, helping him to understand the deaf mute and to 
select his methods according to the latter’s needs. Fre- 
quent tests of the hearing should be made, and if an 
‘‘island’’ of hearing is discovered, it should be exercised 
by the tones belonging to it in the gamut of sound. If 

6 
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these belong to the range of the human voice, the speak- 
ing trumpet should be used; if not, the corresponding 
tones will be found in the key-board of the piano or the 
strings of a violin. Ceruminous collections, adenoids, 
ete., should be removed. 

Ill.—fRegarding the Prevention of Deaf-Mutism. The 
writer confesses that he is radical in views upon this 
subject, and elucidates the following principle: ‘‘It is the 
family tendency to deafness rather than the presence of 
deafness in the parents which determines the appearance 
of deafness in the offspring. Parents transmit deafness, 
not because they are deaf, but because and in the degree 
in which they represent family deafness.’’ He discounte- 
nances marriage among those who come within the oper- 
ation of this principle. 

In acquired or adventitious deafness, there is a clear 
field for immediate action and recourse to be had to the 
prevention of the effects of the exanthemata, syphilis, etc. 

f, oF h. 


A Case of Suppurative Phiebitis of the Lateral Sinus After 
Accidental Opening of the Vessel During a Mastoid Op- 
eration. Opening of the whole Length of the Sinus. Death. 


39. JAcQuIN, LucarRD. (Arch. internat. de Laryng., 
d’ Otol, et de Lthinol., November and December, 1897.) A 
girl of 9 years was operated upon because a chronic sup- 
purative inflammation of the ear had at different times 
acute exacerbations with pain and fever. At the end of 
the operation, the sinus was accidentally opened by the 
curette. The hemorrhage was stopped with iodoform 
gauze. The general condition and fever improved consid- 
erably. Change of dressing was made on the fifth day, 
the gauze on the sinus was not removed, but sprinkled 
with sublimate solution and left in place for eleven days, 
when fetid pus was found under it. Two days later, high 
fever and chills set in. Pyemia. Tnirty-three days after 
the first, a second operation had to be done. The sinus 
was found full of thrombi and pus. All around it was a 
large granulating abscess cavity. Death occured four 
days after the second operation. No post-mortem was 
made. Holinger. 
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Two Small Contributions. 


40. Lucag, A. ( Arch. f. Ohvenh., June 10, 1897. 

I.—A Simple Protective Device in Massage of the Drum 
Membrane. Pneumatic massage, in the form of a pendu- 
lum-like air pressure vibrations, has in great measure 
replaced the old method of air-aspiration in the external 
auditory canal. 

Fortunately, the time has gone by when effort was made 
to loosen adhesions of the drum membrane through the 
violent evacuation of the auditory canal by means of an 
air-proof syringe. This method, instead of improving the 
hearing, called forth hemorrhages of the canal, the drum 
membrane and the tympanum. Even with the milder 
methods, by means of the mouth or a rubber tube and a 
small rubber ball, it was rarely possible to avoid hyper- 
emia of the ear, and I gave up the method some time ago. 
( Breh. f. Ohrenh., Bd. XXT1., 86.) 

As for pneumatic massage, an article by Wagener (Me- 
chanical Treatment for sclerosis of the Tympanum, Arch. 
tf. Ohrenh., Ba. XLI., 199.) I take the liberty of speaking 
of a historical error in Wegener's article. Not Walb, but 
Garnault of Paris, and Lester of Brooklyn, were the first 
to electrise my pressure sound. 

Compare: Lucae, ‘‘two kinds of automatic pressure 
sounds for treatment of certain ear affections, etc.’’, ( Ber- 
liner Nlin. Wochen., 1894, No. 16,) obliges me to call at- 


tention to the fact, that this method is by no means quite 


harmless. Wegener makes use of an apparatus similar to 
Delstanche’s rarefacteur, in which an air pump is made to 
vibrate rapidly by means of a motor. He praises his in- 
strument, and says that injection of the malleal vessels 
took place in a majority of his cases. He adds that he 
never observed bad effects. We permit ourselves to re- 
mark that his observations were limited to six patients. 

Now, I with my extensive practice, observed frequently 
very grave consequences; an increase of deafness or of 
subjective sensations, or of both. Marked hyperemia of 
the Mt. occurred frequently. 

In order to avert such consequences, I have, for about 
a year, made a small opening in the rubber tube near the 
ear-piece; this opening works like a safety valve, and yet 
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the pendulum-like vibrations will be strong enough to set 
the Mt. in motion. Improvement has then taken place in 
several cases of incipient sclerosis.. Wegener’s apparatus 
is surpassed by the electric motor air-pump devised by 
Breitung (manufactured by Reiniger, Gebbert & Schall), 
but even in the latter the simple protective device men- 
tioned above, prevents uncomfortable consequences. 

IIl.—A Simple Method by which Infection of the Mucous 
Membrane of the Middle Ear, Through Blowing in Nose 
Secretions, May be Avoided in Catheterization. 1am per- 
suaded that many a purulent middle ear catarrh may be 
traced to this source. I now employ a method to be per- 
manently recommended for simplicity and relative secur- 
ity. I make use of the air douche while introducing the 
catheter into the nose. Thus the nasal secretion is blown 
away, and cannot possibly enter the catheter. It is neces- 
sary to have a continuous stream of air, as from the double 
balloon; those who still use the simple rubber ball cannot 
attempt this method. Alderton. 

Tests of the Acuteness of Normal Hearing. 

MATTE AND SCHULTES. (Archiv. f. Ohrenh., June 10, 
1897.) Hearing tests were made with two companies of 
infantry in the drill hall. This hall was 50 mtr. long, 12 
mtr. wide, and from 4.5-6.5 mtr. high. Doors and win- 
dows were closed, but even the street sounds could not be 
shut out. The whisper served as the source-of sound. It 
was not possible to establish the maximum hearing dis- 
tance, because the length of the hall (50mtr. ) did not ad- 
mit of it. 

The tests were conducted in this way: The speaker 
stood at a distance of 45 mtr.; the ear turned to the wall 
was closed; it was not possible to observe the mouth of 
the speaker. Tests were made alternately by three ob- 
servers, in order to compare the unavoidable influence of 
individual intensity differences. Each ear was then 
tested with three whispered numbers, and only when these 
were correctly repeated, were no further tests made. 

Results: 400 ears tested; 344 heard the whispered 
numbers correctly at once; 37 made mistakes in the be- 
ginning; 12 during examination; 4 at the end; 4 re- 
mained uncertain, although long tested. 
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The greater number of answers (86 per cent.) were so 
prompt, that it was not thought worth while to test other 
companies. The writer is confident that the result would 
have been much more marked had it not been for sundry 
noises, such as shuffling, ete., among the men, and work 
on a railway near by. 

It is difficult to establish a general valid acuteness of 
hearing, because not only age, occupation, and mode of 
life, but also heredity play so great a part. Former tests 
made upon school children at Apolda (proceedings of the 
German Otological Society at Niirnberg, May 22-24, 1896, 
p. 33), and conducted in the same way, showed for nor- 
mal children a hearing distance of 35-40 mtr. The above 
tests showed even higher values. We cannot, therefore, be 
far wrong, when 1% claim for the Jirst to the third decennium 


air acuteness of 35-40 mtr. in hearing. Alderton. 


Profuse Hemorrhage from the External Auditory Meatus, 
Secondary to an Injury. 

42. MEANS, C.S. ( Columbus Medical Journal, Decem- 
ber 21, 1897.) A man of 25 years had had repeated hem- 
orrhages of the ear at intervals of several days, the bleed- 
ing being so severe that the patient had to lie down and 
have the external auditory canal tamponed. It was found 
to be due to a blow which had caused the epithelium of 
the external auditory canal to be separated from the car- 
tilage. Scheppeqrell, 

A Case of Otitic Brain Abscess from Chronic Otorrhea; Optic 
Neuritis. Opening of the Mastoid and Skull. Recovery. 

43. Mitsury, F. 8S. ( Laryngoscope, December, 1897.) 

The patient, Mrs. J., aged 33, had had more or less dis- 
charge from left ear since infancy. Examination, Mas- 
toid edematous and very red, entire left side of head 
acutely sensitive, slight paralysis of left side of face and 
right arm and leg. Amnesic aphasia, dead bone in tym- 
panum and posterior wall easily perceived by sound, left 
optic neuritis, temperature 100°, pulse 115. 

Operation: After most careful antiseptic precautions, 
the writer excised the soft tissues, detached the lining 
membrane of the meatus, laying the ear forward and re- 
tracted the posterior integument, giving a clear view of an 
extended field. The cortex in places was soft, but no fis- 
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tule or pus were visible on the surface of the bone. By 
cautious chiselling, the antrum was entered. Exploration 
with a probe discovered in every direction carious bone, 
which was easily removed by a sharp spoon, and nearly 
the entire mastoid was found to be involved. The antrum 
and large cell at tip of mastoid and smaller cells were filled 
with the foulest pus imaginable. The lateral sinus came 
into view but looked blue, healthy and pulsating. <A 
large sequestrum removed from the posterior wall of 
meatus, making a broad connection between the tympanic 
cavity and antrum. Also the postero-superior wall, which 
was soft, was removed, and the moment the brain cavity 
was entered, pus rolled out in large quantities. The 
wound in skull was enlarged with a rongeur, and the 
depth and extent of the pus cavity measured with a sound. 
The instrument passed in about 4} inches, from which the 
writer concluded that the sinus had a diameter of fully an 
inch, and involved a portion of the tempero-sphenoidal 
lobe. 

The wound was flushed with a1 to 6,000 corrosive sub- 
limate solution, dusted with iodoform and dressed with 
sublimate gauze, a drainage tube being put in place, and 
the whole covered with cotton and a roller bandage. Tem- 
perature 101°, pulse 125; extremities cold; hot water bot- 
tles to feet, and every two hours she was given an injec- 
tion of strychnia and whiskey. The after treatment was 
long and tiresome; temperature at 6 p. m. 100°, pulse 120, 
and 8 p. m. 110; extremities warm; reaction from ether 
good; vomited considerably; slept from 12:30 a. m. to 5 
a.m. Frequent vomiting continued for six days, or until 
June 2, and for twelve days thereafter the temperature 
varied from 993° to 101°; pulse from 80° to 120°, sometimes 
weak and intermittent, and at other times full and strong. 
Could retain no food on her stomach, but was nourished 
by enemas. At first dressing, quite a quantity of pus 
came from the wound, but there was no odor. 

During the first seven days she remained in a state of 
almost constant lethargy, uttering no sound and appar- 
ently recognizing nothing. On the eighth day, when 
called by her name, the response was by quite a firm 
pressure of the hand. On the ninth day, June 4, and for 
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several days thereafter, when asked a question, the an- 
swer would be ‘‘no”’ or ‘‘yes, dear,’ placing her hand upon 
her head, at the same time giving utterance to the word 
**pain’’ but not conscious of what she was doing. June 7, 
when asked how old she was, she would shake her head, 
indicating she did not know, but when told said ‘‘that’s 
right.”’ 

The wound healed kindly, and recovery of her general 
symptoms continued gradually, but slowly, to improve 
to a complete restitution of the mind and paralysis of the 
face, arm and leg. The hearing in the left ear, as will be 
surmised, is nil; vision normal; but at rare intervals she 
will say funny things, as if she did not realize what she 
was uttering. 

The writer has been unable to discover a parallel case 
in literature, and doubts if there is one. It was seen by a 
large number of well known physicians, but none could 
understand the existing condition, and the greatest mys- 
tery of all is the recovery. Another peculiar feature is the 
fact of her being about four months pregnant, and through 
it all did not abort. The mental condition was probably 
due to the abscess and pressure on the brain, which occa- 
sionally occurs in such cases. Loeh, 

Chronic Middle Ear Suppuration, Cerebral Abscess. 

44. MILLIGAN. (Journal of Laryngology, Rhinology and 
Otology, November, 1897.) A woman, aged 35, who for 
years had suffered from a scanty, fetid discharge from the 
right middle ear, as aresult of exposure, suffered great pain 
in the depths of the meatus, which gradually spread over 
the right side of the head. There was tenderness over the 
right mastoid process, but over the right parietal region 
the gentlest percussion or pressure caused most intense 
pain. Temperature 101° F., pulse 100, respiration 22. The 
pupils were equal and reacted to light; no optic neuritis. 

A diagnosis of temporo-sphenoidal abscess was made, 
and operation advised. 

Under chloroform the mastoid, antrum and attic were 
opened and carefully examined for any fistulous track 
which might show the path of propagation to the interior 
of the cranium, but none was found. 

On account of collapse the operation of opening the 
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cranial cavity was deferred. Two days later with temper- 
ature 97.4° F., pulse 60, respiration 16, a disc of bone was 
removed 1} inches behind and above the center of the ex- 
ternal auditory meatus (Reid’s base line). The dura at 
once bulged into the opening and no pulsation was vis- 
ible. A pus searcher was driven into the temporo-sphe- 
noidal lobe and after penetrating the cortex half an inch, 
about three drams of fetid, dark colored pus escaped. A 
drainage tube was inserted and the abscess cavity irri- 
gated with boracic acid solution. Recovery was uninter- 
rupted. Campbell, 


Three Cases of Intracranial Complications of Otitic Origin. 


45. MoureE. (Jer. hebd. de Laryng., d’ Otol. et de 
Tthin., October 23, 1897.) ‘‘The cerebral complications 
of otitis are not rare, but while in France they usually are 
found on the post-mortem table, in other countries they 
are diagnosed and operated upon.’’ After this frank state- 
ment, the author gives a few data of successful operations 
by Lanelogue, Lannois and Broca. He adds nothing new 
to the symptomatology. The first case was a child, who re- 
covered; the second a woman, was confined March 12, 
had fever, operation on the mastoid the 20th, and died the 
21st. The post-mortem proved an abscess of the 2d and 
3d temporal convolution, which was 5 em. long and 3 cm. 
high. The third case, a child of 30 months, had sinus- 
phlebitis; the operation was allowed too late by the fam- 
ily. The author advises early intervention in these cases. 

Holinger. 
Some Remarks on the Treatment of Chronic Suppuration of 
the Middle Ear. 

46. OwEN, F. S., Omaha. (Medical Review, October 
15, 1897.) A review of the usual treatment of this disease, 

Scheppe qrell, 
Indications For Paracentesis of the Drum Membrane. 

47. RANDELL. ( Philadelphia Polyclinic, October 16, 
1897). The author gives the following rules: 

1. When there is great pain associated with a bulging 
membrane due to restrained purulent secretion and the 
proper drainage canal through the Eustachain tube to the 
nares is impervious to gentle Politzerization. 
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2. When the tension of the drum membrane is high, but 
the bulging is slight because the membrane has been 
thickened by chronic otitis media. 

3. When there is insufficient drainage for the pus and 
there is danger of extension of the inflammation to the 
antrum and mastoid. 

4. When the pain is excessive and not relieved by the 
hot douche and the tension of the membrane is high, 
paracentesis may be performed simply for relief of the 
pain. 

Scheppe grell. 

The Relationship of Dental Irritation to Aural Disease. 

48. Rocers, F. T., ( Atlantic Medical Weekly, December 
18, 1897.) 

In some cases, free lancing of the gums gives immediate 
relief from earache in children, thus showing the relation 
of earache to first dentition. In tubercular children, ec- 
zema of the auricle and circumscribed inflammation of 
the external ear and auditory canal are often aggravated 
or caused by decayed teeth or defective dentition, and are 
relieved by proper attention to this defect. 

Scheppeqrell. 
Pathological Changes of the Middie Ear in Measles. 

49. RANDOLPH AND BEZOLD, Munich (Arehires of Otology 
Vol. XXVI., No. 4). These authors give the results of 
their observations in 16 autopsies: 

In the first five cases (six temporal bones) the period 
between the eruption and death did not exceed 3 to 4 days, 
but the cavities of the middle ear were filled with a muco- 
purulent exudate—the Mt being intact. This along with 
the fact that the upper part of the cartilaginous tube was 
always normal makes them incline toward the view ex- 
pressed by Tobeitz, that the middle ear affection was a 
primary trouble. Extensive involvement of the middle 
ear may be present with out slight changes in the Mt. In 
one case 33 days intervened between the eruption and 
death and the Mt was still intact. The Mt. does, however, 
undergo fairly constant changes. It loses its lustre and 
takes on a livid white or bluish-grey color, while the sur- 
face appears slightly wrinkled. The reflex becomes firm 
or is lost and the epidermis not frequently peels off. 
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A bacteriological examination of the exudate showed 
streptococcus present in most cases the staphylococcus 
pyogenes albus less frequently, and staphylococcus pyo- 
genes aureus only exceptionally found. 

Campbell. 
Intra-cranial Extension of a Middie Ear Suppuration. 

50. SCHMIEGELOW, Copenhagen ( Archives of Otology Vol. 
XXVI., No. 4.) 

A boy, aged 12, had a left middle ear suppuration when 
two years old; the Mt had perforated spontaneously and 
a subperiosteal abscess over the mastoid was opened by in- 
cision. Since that time there has been more or less dis- 
charge from the ear. After unusual exertion the discharge 
increased and became fetid, there was pain, vomiting and 
dizzness. Under local treatment and rest his condition im- 
proved, but six weeks later he could not edure noises and 
vomited whenever he raised his head; he was pale, thin, 
rational but answering slowly; no paresis, pupils equal and 
tongue protruded straight. Pain was localized in the left 
temporal region. Temperature normal, pulse 58. The 
mastoid neither swollen or tender. 

Under chloroform the mastoid cells, antrum and tym- 
panum were opened and cleared of pus and granulation 
tissue. The middle fossa of the skull was entered and an 
epidural abcess and a large cholesteatoma evacuated. 
Punctures of the temporal lobe revealed nothing, but a 
great quantity of cerebro-spinal fluid escaped. Through 
a chiselled opening behind the lateral sinus the posterior 
fossa was exposed and the cerebellum punctured with 
negative result. The wound was dressed with iodoform 
gauze. Pulse after operation 80. On the following day 
no headache, nausea or dizziness. Convalescence was 
uninterrupted. 

( ‘ampbell. 


Acute Catarrh of the Middie Ear as a Sequel of Crippe. 

51. Smitu, &. W., Society Report of the New York State 
Medical Association, October 12, 1897, ( Wedical Record, 
October 16, 1897.) 

After a careful review of the symptoms and of the dif- 
ferential diagnosis of acute otitis media following grippe, 
Dr. S. W. Smith, of New York, the writer, states that about 
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75 per cent. of these patients lose at least a portion of 
their hearing through improper treatment. It may even 
be followed by meningitis, thrombosis, and even embolism 
and metastatic abscess. 

In the discussion of this article, Dr. L. J. Brooks, of 
Chenango County, stated that he had obtained good re- 
sults from the following method: Politzerization of the 
patient two or three times per day and siphoning warm 
saline solutions into the affected ear at short intervals. 

Dr. Bernard Kohen, of Buffalo, advised early para- 
centesis. He found quinine gave bad results. 

In conclusion, Dr. Smith stated that he was opposed to 
the use of the Politzer bag because of the pain that it 
produced. He also favored paracentesis as soon as de- 
manded. 


Sch ppegre //, 


Notes Upon Some New Low Toned Tuning Forks For 
Clinical Purposes. 

52. SPEAR, Boston, ( Archives of Otology, Vol. XXVI., 
No. 4.) 

The author, in experimenting, has chosen an alloy, 
from which he has had manufactured tuning forks with 
very few over-tones. Forks giving tones corresponding 
to those in the lowest octaves have been finished, and the 
production of any desired tone is now possible. The low- 
est fork in his series is Bb .29 m. long and weighing .312 
Kgm. 

e ( ‘am ple 7. 
Experiences in Otology in the Out-Patient Department From 
January |, 1896 to January |, 1897. 

53. STETTER, ( .Vonat s. Ohrenh., March, 1897 and April, 
1897.) 

Nine hundred aural cases, about eveniy divided as to 
sex; nearly 50 per cent. under 21 years of age. The fol- 
lowing operations were done: Opening abscess in ex- 
ternal ear, 14; paracentesis of Mt, 25; extraction of 
polyp, 5; Wilde’s incision, 12; cauterization of middle 
ear granulations, 25; mastoid antrotomy, 11. 

Urgently advises the use of the syringe in the removal 
of cerumen, whenever possible. Cites one case in which ill- 
directed efforts at removal produced traumatism resulting 
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in abscess over squamous portion of temporal and perma- 
nent narrowing of canal with desquamative inflammation 
and chronic hyperemia of Mt; hearing was also affected. 
Recommends boring out centre of plug with a cotton car- 
ries, in obstinate cases, before syringing. Where time is 
not a consideration he uses instillations of warm carbonate 
of potassium solution one day and the following day in- 
tils luke-warm oil, whereby he has never yet failed to 
succeed in removing on syringing. 

Hemorrhagic myringitis occurred most frequently in 
connection with influenza, belonging always to the early 
symptoms. It occurred in the form of separate, small 
blisters most frequently on the posterior inferior quadrant 
or as a large bleb, involving a large part of the Mt. Very 
severe pain, especially towards evening, so soon as the re- 
cumbent posture was assumed. Purulent secretion did 
not occur, but many showed a serious extravasation on 
the free surface. Used general anti-phlogistic measures 
and instillation of weak cocaine solutions. Together with 
evacuation of the blood blebs; in no case cutting through 
the whole Mt. After treatment, without syringing, by tam- 
pon of Haug’s chinolin naphthol gauze. They all healed 
by primary intention in a few days. In the cases not so 
treated, suppuration appeared without exception, quickly 
becoming a purulent otitis media. 

In all cases the naso-pharynx was treated by means of 
inhalations of a 1 per cent. solution of zinci-sozo-iodol. 

Divides chronic myringitis into purulent, granulating 
and dry forms. In thirty-one of the fifty-eight cases, the 
Mt. was uniformly and diffusely injected, of a light rose 
color, the manubrium only showing through as a pale stone 
grey, the vessels being perceptible as dark red streaks. 
At the same time there was not a single symptom of 
beginning middle-ear sclerosis, so that it was evident that 
only a myringitis chronica sicca existed; the symptoms all 
disappearing under treatment and the hearing conpletely 
returning. Besides the medical treatment with acid, or 
zinci-sozo-iodol, Haug’s massage tube rendered very good 
service. The hearing was rapidly improved, the early 
Rinné negative became positive, whilst in the beginning 
BC exceeded AC. The good results were due to the re- 
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sorptive ability of the sozo-iodol. In many cases inflation 
and massage were used without result, good results first 
appearing after about three to four weeks’ use of sozo- 
iodol acid. 

The writer recommends the following mixture, in simple 
thickening of the Mt. without any considerable injection: 
R, Acidi sozo-iodol, 0.25 gm.; abs. alcohol, 1.00 gm.; ol. 
ricini, 10.0 gm. 

Whenever any considerable vascular injection exists on 
the Mt., he recommends a 2 per cent. aqueous solution of 
zinci-sozo-iodol. It is evident that where calcification ex- 
ists the vibratory ability cannot be increased in the same 
degree as where no such deposit is present. He also 
recommends the 2 per cent. solution of zinci-sozo-iodol 
for the treatment of those cases of myringitis which remain 
for a time after an attack of otitis media catarrhalis. 

In cases of O. M. P., with perforation alone or associated 
with granulations on the Mt., or in the tympanum, Stetter 
still prefers the conservative methods of treatment. He 
cannot conceive the superior advantage of the Stacke- 
Schwartze operation, while cases so operated upon present 
themselves at his clinic with suppuration from the meatus, 
and with large bone wounds behind the ear, the large cav- 
ities containing granulation formations. Mentions four 
cases, so operated upon at Halle and elsewhere, in which 
the otorrhea persisted with granulations in the middle ear, 
and in the wound cavity. The results from conservative 
treatment compare well with the Stacke-Schwartze oper- 
ation; the latter is not absolutely free from danger, it may 
produce a meningitis basilaris; the Operation should not 
be done without faultless aseptic and antiseptic arrange- 
ments at command; the advantage as to improvement in 
the hearing, he has not been able to demonstrate. 

In thirty-five cases of O. M. P. C. and periostitis of the 
mastoid, he has seen Wilde’s incision alone not only cure 
the periostitis, but also the purulent otitis media. He, 
therefore, still countenances Wilde’s incision, and only 
adds opening the mastoid antrum if the bone shows dis- 
ease or if a bony fistula has already formed. He believes 
that the Stacke-Schwartze operation is used too much, for 
the indications are not as yet exactly enough determined. 
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The existence of cerebral symptoms or of pyemic symp- 
toms eventually require deeper attacks; but as much as 
possible must be spared in the middle ear so long as the 
radical operation does not give better results than at pres- 
ent. He believes the good results of Wilde’s incision are 
due to the depletion and the intense skin irritation caused 
by the incision. Since, in spite of the chronicity of the 
otitis media, a cure takes place with complete drying up of 
the suppuration, we must accept that not only the peri- 
ostitis, but also the carious bony involvements can come to 
perfect healing. 


Wild’s incision must always be the first operative attack 


in all cases of periostitis of the mastoid process following 


upon acute or chronic otitis media. ( VIL Jahreshericht 
Monat. f. Ohrenh., 1896, No. 3.) It is often sufficient for 
the complete cure. 

Among the aural polypi were two cases of regular pave- 
ment-celled epithelial carcinoma. Both protruded from 
the external canal, in two women of 58 and 48 vears of 
age. The tumor was removed in the latter, with the 
posterior wall of the canal from which it grew; healing oc- 
curred and there was no recurrence one year after. In 
conclusion, 8S. relates another case which furnishes an ex- 
ample of how carcinoma can develop from a benign aural 
polyp, in a patient 60 years of age. If these tumors are 
early and radically removed, together with the site of or- 
igin, the prognosis appears to be good. 

Stetter has become more and more an advocate of the 
dry treatment. He uses syringing temporarily only in 
cases with very viscous, muco-purulent secretion, and 
cannot warmly enough recommend the dry treatment by 
Haug’s Chinolin-Naphtholated gauze (obtainable from 
Aubry, Munich,) in small collections of healthy, laudable 
pus. In recent purulent myringitis and otitis media heal- 
ing occurs quickly, the gauze being removed and renewed 
frequently ina day. In O. M. P. C. with large perfor- 
ation, it is desirable to introduce the end of the soft and 
smooth gauze tampon into the middle ear. Where the 
gauze becomos saturated quickly, it should be renewed 
hourly, and one cannot reckon upon a quicker disappear- 
ance of the secretion than is possible by the use of the 





RHINO-LARYNGOLOGICAL LITERATURE. 95 


syringe. The gauze is, moreover, completely unirritating. 
Where, because of the nature of the pus, syringing is in- 
dicated, S. uses weak lysol solutions, about thirty drops of 
pure lysol to half a liter of boiled water. 

Cauterizes granulations with tri-chloractic acid, prev- 
iously anesthetizing the region with a 5 per cent. cocain 
solution; the canal being syringed out immediately after- 
ward, so that the skin does not suffer. Alderton. 

Delayed Mastoid Operation. 

54. Stout, Geo. C., (Philadelphia Polyclinic, July 31, 
1897.) A child of five years was treated by the ‘‘ex- 
pectant’’ method by various physicians, to such an extent 
that there were three sinuses over the mastoid, which were 


discharging mal-odorous pus, this also flowing from the 
external auditory meatus. When the operation was made, 
a large sequestrum was removed after the first incision. 
The patient made a good recovery. Scheppegrell, 


Thyroid Extract in Ear Diseases. 

55. Vuutpius, (Archives TInt. de Laryng, 1896.) Dr. 
Vulpius recommends thyroid extract in sclerosis and anky- 
losis of the tympanic cavity when administered in recent 
cases, one to two five-grain tablets for an adult daily be- 
ing perscribed. If noimprovement develops within two 
weeks, its use should be abandoned. Scheppeqrell, 


Nervous Deafnese in Diphtheria. 
56. WILSON, J- C. (vimer. Jour. of Med. Seience 
tober, 1897.) A married woman of 33 years complained 


. Oc- 
of sore throat, which was diagnosed as diphtheria, al- 
though the bacteriologic investigation gave a negative re- 
sult. There was moderate fever, occipital headache, tin- 
nitus aurium; on the fourth day, a dense pellicular ex- 
udate developed upon the tonsils, conjunctivitis, increasing 
tinnitus and deafness. Injection of diphtheritic antitoxin 
serum was made; a few hours later there was total deaf- 
ness with slight vertigo, great chemosis of the coajunc- 
tive, gradual defervenscence, completed by the fifteenth 
day, at which date there was a partial paralysis of accom- 
modation, together with paresis of the extensor muscles 
of the head, persistent tinnitus, slight vertigo, and abso- 
lute persistent loss of hearing. Four months later, there 
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was still total deafness, annoying tinnitus, slight vertigo, 

impairment of station, and paresis of the extensor muscles 

of the head. Scheppegrell. 

Intracranial Complications Following Acute Suppurative 
Inflammation of the Middle Ear. 

57. WoopwARD, J. B. ( New York Med. Journal, Oc- 
tober 9, 1897.) The patient suffered from acute suppura- 
tive otitis media, which was given the usual treatment. A 
week later, the patient developed cerebral symptoms fol- 
lowed by stupor; temperature 103, pulse 110. 

The mastoid was freely opened, but no pus was found, 
As the patient was in extremis, and there were no special 
localized symptoms, the wound was packed with gauze 
and the patient placed in bed. He appeared to react, but 
died a few hours later. There was no autopsy, but acute 
lepto-meningitis resulting from direct infection from the 
middle ear, appeared a justifiable diagnosis. 

Scheppegrell. 
An Initial Symptom of Sclerosis. 

58. ZWARDEMAKER, Utrecht, (Archives Otology Vol. 
XXVI., No. 4. 

The author draws attention to anew functional symptom, 
of importance in the ordinary form of scelerosis (anky- 
losis of the ossicular chain without involvement of the 
labyrinth.) 

In primary sclerosis, almost without exception, a dis- 
placement of the upper tone limit takes place upward 
above the normal tone limit; it may remain stationary 
during the first few years then gradually becoming dis- 
placed downward. A sclerosed ear will hear during this 
stage one, two or more half-tones than a normal ear of 
the same age. 

In an examination of fifty cases of sclerosis for the 
chromatic or continuous (Bezold) scale the result was: 

Raised upper-tone limit 32. 

Normal upper-tone limit 5. 

Lower upper-tone limit 13. 

The elevation of the upper-tone limit, as has been stated 
is a phenomenon in part of the excellent treble-hearing of 
those suffering with sclerosis. This also permits the per- 
ception of the higher vowel tones and the high sililent 
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sounds which is in sharp contrast to the early loss of the 
lower octaves. The tuning fork C. free from overtones, 
when the amplitude of the prongs measures 1 mm. and 
more, is nolonger heard. On the other hand the hearing 
for the highest octave of Urbantschitsch’s harmonica for 
the f-sharp . fork and for Konigs rods is excellent. 

The explanation of the initial symptom is that the im- 
mediate result of a sclerosing process in the ossicular 
chain and about the oval window is an impediment to the 
conducting apparatus. The vibrations en b/oc are thus 
more or less injured; with the disappearance of these vibra- 
tions, the interference is also done away with. Helmholtz 
has proved that the interference for the sound waves of 
greater length can be disregarded, but it is of importance, 
for waves of sound of shorter length. It is an advantage 
for the upper-tone limit, when the ocular vibrations are 
checked and the bone-conduction is increased by the ad- 
dition of sound waves. The sound waves are conducted 
through the temporal bone by a round-about path and 
those, directed in a straight line, arrive at the cochlea at 
about the same time. 


The explanation of this initial symptom is probably the 
reason why continuous tinnitusis a prominent symptom 
even when the patient hardly appreciates that he is growing 
deaf. The tinnitus is influenced by augmentation of the 
hearts action. It is probably the perception of a vascular 


murmur which normally could be heard but the sounds of 
which are not transmitted. Campbell, 
Necropsy of a Case of Pure Verbal Deafness. 

59. X, ( Semaine Med., December 22, 1897, Journ. Amer. 
Med. Ass’n., January 22, 1898). For four years the pa- 
tient’s own symptoms were the typical verbal deafness 
(inability to understand spoken words or to write from 
dictation), progressing then into aphasia and death four 
years later. A double and symmetric poly-encephalitis 
was discovered in the temporal lobes, reduced one-half in 
size, diminishing in intensity from above downward and 
from the front backward. This was the only lesion, and 
is the only case on record in which the lesion was purely 


cellular. 
Scheppegrell. 
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II.—NOSE AND NASO-PHARYNX. 


Contribution to the Study of Bacteriology of Atrophic Rhinitis. 

60. ANCHE AND BRINDEL. ( fev. hebdom. de Laryngol. 
d’ Otol, et de Rhinol, October 9, 1897). The following species 
of bacilli have constantly been found in the secretions, as 
well as in the crusts of ozena: 

1. Loewenberg’s capsulated diplo-bacilli. 2. Belfonti’s 
and Della Vedova’s pseudo-diphtheria bacilli, the small 
bacilli of Pes-Gradenigo. The author gives twenty-four 
of his own observations with bacteriologic examinations, 
and sums up his results, as follows: 

1. Loewenberg’s diplo-bacilli have been found in all 
cases of atrophic rhinitis, with or without ozena. It was 
not found in old, apparently cured cases. It is not the 
pathologic agent. 

2. The pseudo-diphtheritic bacilli have been found 
eighteen times in twenty cases of beginning atrophic rhini- 
tis. They were missing in two cases of atrophic rhinitis, 
with ozena. They were found in two out of four of old, 
very much improved cases. They were not the cause of 


ozena, but” probably saprophytes. 

3. The bacillus of Pes-Gradenigo was found only in cases 
of ozena, yet only in three out of twenty. 

4. Electrolysis did not change the bacteriologic fauna of 
the patients. Hollinger. 


Rhinoliths. 

61. Bark. ( Rerue hebd. de Laryngol, d Otol et de 
Rhinol, October 16, 1897). There are two kinds of rhino- 
liths. First, deposits of lime salts around a foreign body, 
or a crust in the nose. The second kind arises in a gland, 
and gets free later on. They are usually surrounded by 
granulations. The author reports a case where he removed 
a rhinolith and 'completely cured the patient of headache, 
purulent{discharge and epiphora. The center of the stone 
was the point of?a pencil. Holi ger. 
Swelling of the Eustachian Tube Lips Causing Obstruction 

of the Choanz. 

62. BOENNINGHAUS, G. ( Monat. f. Ohrenh., March, 
1897). B.describesa case in which almost complete closure 
of both sides of the nose to the entrance of air at times 





RHINO-LARYNGOLOGICAL LITERATURE. 99 


suddenly occurred. This symptom was dependent upon 
external influences, invariably occurring in dry and dusty 
air, only to disappear in good air. There was present also 
a copious, muco-purulent, inodorless secretion (generally 
independent of external influences), from both sides of the 
nose. When the nose was freed from this secretion there 
was not sufficient nasal stenosis to cause him to resort to 
mouth breathing except under the above conditions. 

This affliction first made its appearance at the age of 
nine‘or ten years, following a severe blow on the nose; it 
then gradually developed in the course of the next year. 
He had been treated in various ways without any improve- 
ment, the condition not being recognized. 

Examination.—(The nasal findings are omitted as not 
being pertinent.—Tr.) From this it was evident that 
the sudden closure of the nose could not be due to an 
organized closure. While the patient was sitting near a 
warm lamp, he said that his nose just then became com- 
pletely closed. The statement was found tobetrue. An- 
terior rhinoscopy showed the same picture as before. But, 
by posterior rhinoscopy, the naso-pharyngeal cavity was 
seen to be completely filled by two symmetrically red, 
smooth, elastic tumors, springing from the lateral walls, 
and coming so closely together in the middle that only the 
inferior portion of the septum could be seen. After the 
use of cocain, these tumors gradually shrunk into the 
posterior tubal walls; these still remaining, after complete 
cocainization, somewhat larger than normal, and showing 
an irregular surface, and they could be moved to and fro 
with the finger, as a flabby eminence. After the disap- 
pearance of these tumors, nasal breathing was again free; 
thus showing that the obstruction of the same was caused 
by the swollen tubal eminences. /f was noteworthy that 
the patient never observed any disturbance of the hearing, 


nor tinnitus; also, that objectively the Mt. and the hearing 
were completely normal. Following cauterization of both 
tubal lips, the sudden nasal stenosis disappeared. 

B. believes the swelling to be of the same nature as in 
hyperplasia of the inferior turbinated; e. g., a connective 
tissue stroma, permeated with cavernous cavities. The 
latter emptied their blood under cocain, and the former 
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remained behind as a movable flabby sack. A certain en- 
largement of the tubal eminence is not so rare in chronic 
pharyngitis, but rarely does it attain to such a degree as 
above. No such case could be found in the literature. 

Practically, from this case, it follows that, where sud- 
denly appearing nasal stenosis (not explainable by swelling 
of the inferior turbinate), occurs, we should think of such 
a condition of the tubal eminence. Alderton. 
On Resection of the Facial and Nasal Wall of the Maxillary 

Antrum, With Introduction of the Nasal Mucous Mem- 

brane Into the Latter, for the Cure of Obstinate Maxillary 

Empyema. 

63. BOENNINGHAUS, GEORG, Breslau. ( Fraenkel’s Arch. 
Jj. Lar., V1., 2, 213.) Kuester’s operation for inveterate 
maxillary empyema (resection of the facial wall, with 
preservation of the periosteum), is certainly the most 
promising method of opening into the antrum, but the 
prognosis varies according to the area of the mucous mem- 
brane involved, and, therefore, to be removed. If the 
whole cavity has been scraped, the walls must again be 
covered by tissue resembling mucous membrane before 
secretion ceases and the empyema is cured. The new 
scar-like ‘‘papering’’ consists of two layers; the lower, of 
connective tissue, covered by an upper one of epithelium. 
The ground layer is formed by connective tissue derived 
from the granulations, which soon begin to shoot up from 
all parts of the bone; while the epithelial covering starts 
only from the epithelium of the adjoining mucous mem- 
brane across the granulation tissue. 

This neighboring area, however, relatively small, is re- 
stricted to the operation opening in the vestibule of the 
mouth, from which the oral mucous membrane can ad- 
vance, and the natural opening in the middle nasal duct, 
through which the nasal epithelium can enter. If these 
invading lines are too small, the granulations luxuriate 
and hinder cicatrization. To obviate this, the epithelium 
of the nose must be given greater opportunity for invasion 
by resection of the nasal antral wall. Furthermore, every- 
thing which tends to favor the growth of the granulations, 
and not of the epithelium, should be left out of the cavity. 
Even then painstaking after-treatment would be necessary. 
For this reason the author. after removing the nasal wall, 
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turns its nasal muco-membranous covering into the cavity 
and causes it to growthere. Half, or more, is thus papered 
with healthy mucous membrane. The rest becomes cov- 
ered, after months, by epithelium spreading from the mar- 
gins of this flap, and from the operation opening in the 
vestibule of the mouth. 


After tamponade of the choana, on the same side, the 
patient is anesthetized in the sitting posture. Carious 
teeth are extracted; their alveoli scraped, if necessary, up 
to the antrum, but the alveolar process is not resected be- 
cause that would entail the wearing of an obturator to keep 
out food. Then the mucous membrane and periosteum of 
the upper jaw are split, exactly in the vault of the vesti- 
bule, from the second incisor to the wisdom tooth. This 
line corresponds about to the floor of the antrum, and forms 
an oval aperture on drawing away the lip, through which 
the operation is done. The anterior aspect of the cheek 
with the periosteum is then lifted away from the bone; on 
the inside, to near the pyriform aperture; on the outside, 
far on to the zygomatic process; and above, to near the 


infraorbital foramen. Now, only, may the smart bleeding 
be stopped by tampons. The thin bone in the canine fossa 
is first perforated with a chisel, and then enough of the 
anterior wall taken away with a slender, curved forceps to 
allow examination, not only by palpation, but also by in- 
spection with an electric lamp. 


To judge correctly of the condition of the muco-mem- 
branous lining requires good illumination, control of the 
bleeding, and some experience. Ifthe membrane is smooth 
and but little altered, carious spots, especially on the floor, 
are scraped, and the operation ended. But, if it appears 
diseased, so that it cannot possibly return to the normal 
condition, the bone must be removed; medially, to the nasal 
wall; laterally, as far as the forceps can bite the bone on 
the zygomatic process; and above, to the infraorbital fora- 
men, which is spared on account of the nerve. Then 
the thick lower bony margin is chiselled away close to the 
antral floor, in order not to impede the advance of the oral 
epithelium. Then, guided on account of the hemorrhage 
more by the finger than the eye, the whole cavity is sys- 
tematically scraped to the bone, and the bleeding stopped 
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by tamponning. Thus far the operation has been accord- 
ing to the methods of Kuester and Jansen. Now follows 
the second part, resecting the nasal wall and folding in the 
mucous membrane. 

On turning the head to the healthy side, the wall can be 
seen to a great extent even by common light. In it, the 
upper, more membranous part can be differentiated by the 
finger from the lower, perfectly firm half. At their junc- 
tion is the horizontal line of insertion of the lower turbinal 
on the nasal aspect. The wall is removed in layers witha 
gouge, care being exercised not to injure the nasal mucous 
membrane. When the gap is sufficiently large, the nasal 
membrane is lifted, with a finger or curved scissors, com- 
pletely from the lower wall; the latter is either bitten or 
chiselled away; completely so, anteriorly, upward and 
downward; backward, as far as possible. The thin plates 
of the yielding upper half are removed as much as possible 
with a sharp spoon by tearing from the nasal membrane, 
while the upper, superior angle is spared on account of the 
lachrymal duct. Only the narrow, horizontal, bony plate 
of the lower turbinal remains. It, too, is bitten off as far 
as possible with the forceps, after pushing away the mucous 
membrane. In every case, however, the anterior end of 
the turbinal is uninjured, and often also the posterior, be- 
cause they cannot be reached from the antrum. The mu- 
cous membrane alone now separates the nose and the cav- 
ity. This membrane, which has been injured in several 
places, is now torn through by dressing forceps entering 
through the nose; the flaps are pressed into the antral 
cavity and pressed against the walls by strips of iodoform 
gauze. Finally, strips are passed in from the mouth. 


Most of the work is done under the guidance of the 
finger. The tampons are removed only after four to five 
days; if necessary, after cocainization. The flaps will 
generally be found to be adherent. After-treatment is 
very simple. A few times daily the patient is to clear the 
cavity by blowing while closing the nose and drawing away 
the cheek; twice he is to syringe it. In the interval a little 
simple gauze is worn in the wound. The cavity can be 
inspected for months from the mouth. There are no dis- 
agreeable after-effects. No deformity remains. If an 
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opening between the mouth and the cavity should persist 

it would not cause any discomfort, and could easily be 
closed by the cautery, or a little plastic operation. The 
author never saw any ozena result from the operation, as 
had been feared by some, nor does he think it possible. 
The communication is not large enough to make one large 
cavity. On looking into the nose, nothing can be seen at 
first of the operation, the anterior end of the lower turbinal 
obstructing the view. By probing around this end, alarge 
opening can then be felt. A great advantage of this method 
lies in the greater ease with which so-called multiple em- 
pyema of the accessory cavities can be diagnosticated. A 
tampon is left for twenty-four hours inthe middle nasal meatus 
only, into which the Trontal sinus and the anterior ethinoid 
cells can now discharge . /y this fampon re mains free of pus 
no other disease exists. Vf, however, pus is found, further 
treatment is indicated to guard against reinfection of the 
maxillary sinus, a most important factor in this treatment. 
It is impossible for pus to remain in the maxillary sinus 
and to stagnate. Furthermore, it becomes easy to reach 
the ethmoid and sphenoid cells, if necessary, just as Jansen 
has done; attacking them after making a wide opening 
into anterior wall of the frontal sinus. The histories of 
three patients operated on by the author by resection of 
the nasal wall are reported in full: 


..—Himpye ma or the Trontal and maxillary sinuses, lasting 


eleven years, Began acutely on the right side with pyor- 
rhea, which became very profuse and fetid. After a few 
months, occlusion of the right nostril; frontal headache, 
periodically intolerable, leading to attempt at suicide. 
Completely incapacitated for work of any kind. Treated 
several times by removal of polypi and by burning. Feb- 
ruary, 1895, the patient, a lady of 28 years, presented the 
following condition: Right frontal sinus painful on per- 
cussion and pressure; right nostril completely obstructed ; 
lower turbinal greatly swollen; upper half of nose com- 
pletely filled with polypi, between which creamy, fetid pus 
is seen; teeth, well kept and preserved, never gave her 
pain. Both the frontal and maxillary sinuses could be 
syringed through the natural openings; pus thus removed 
from both. Operated upon June 20, 1895. Infraorbital 
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nerve torn through; therefore, complete anesthesia of cheek 
after return of consciousness. Tampons removed on fifth 
day. Flaps adherent, filling nearly entirely the inner half 
of cavity. Discharged on fourteenth day; controlled fre- 
quently; after-treatment only by patient herself. Cica- 
trization of external half of cavity progressed favorably 
and was completed by the middle of September. The cav- 
ity has been dry since that time. Now and then a single 
drop of pus on the tampon in the middle nasal duct; this, 
too, ceased since end of January. Condition on March 6, 
1896: Facial opening contracted toa fine fistula. No pus 
can be obtained by syringing through it; no pus in nose. 
Opening in nasal wall, measured with probe, about 2 cm. 
wide, reaching from the floor to the roof of the cavity. Sen- 
sation nearly completely restored in cheek. Good condi- 
tion generally. 


Il.—Empyemea of the frontal, ethmoid and maxillary cells, 
lasting six years. December, 1894: Strong female patient 
of 38 years. Treated for ten months through alveolar 
opening; free from pus during day, but great annoyance 


at night. Operation on October 16, 1895. Cavity thor- 
oughly scraped. On fourth day thick fetid pus from nose; 
tampons, therefore, removed. Cavity showed croupous 
covering, but without fever. Membrane extruded after 
eight days. Flap of mucous membrane, nevertheless, ad- 
herent. Some after treatment. By end of November, 
cavity covered with exception of roof; nevertheless, pro- 
fuse flow of pus. Multiple empyema suspected ; tamponade 
of middle meatus for twelve hours. As the tampon carries 
pus, resection of middle turbinal. Frontal sinus can now 
be syringed; water shows milky turbidity. Systematic ir- 
rigation of frontal sinus. Water free from pus aftera short 
time. March 6,1896: Opening in facial walllarge enough 
to permit introduction of laryngeal mirror of 1} cm. diame- 
ter. Cavity greatly diminished in size, apparently through 
apposition of bone, covered nasally with mucous membrane, 
laterally, and on roof, with scar which is partly star- 
shaped. Cavity free from secretion, although not irrigated 
for five days. A small crust in the hiatus. Frontal sinus 
free from pus. Maxillary sinus is, therefore, surely cured; 
frontal sinus, probably; the slight secretion seems to come 
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from an anterior ethmoidalcell. Opening in resected nasal 
wall, 2} cm. wide, reaching from floor to roof of cavity. 

Ill.—Empyema of left maxillary antrum, lasting six years, 
complicated with infraorbital neuralgia. Operation Octo- 
ber 29, 1895. Removal of nerve from facial opening by 
turning and tearing. Whole cavity scraped. Neuralgia 
cured immediately. Cheek without sensation, but pains a 
little on pressure. March 6, 1896: Sensation returning 
gradually, but no neuralgia. Everywhere mucous mem- 
brane or scar tissue. A little secretion from the molar re- 
cess; a middle-sized crust removed by syringing every two 
or three days. Probatory tampon in middle meatus re- 
mains free from pus. 

Note.—February, 1897: There is just a little secretion 
from the recess. Structure of lachrymal duct at nasal end 
cured after slitting the punctum and probing the canal a 
few times. Morgenthau, 

The Morphology and Pathology of the Pharyngeal Pouch 
of Rathke. 

64. CARWARDINE, Bristol. (Bristol Medico-Chirurgical 
Journal, December, 1897.) ‘‘The pouch is formed from 
the mouth of the embryo before the communication takes 
place between the pharynx and foregut; and it meets a 
similar pouch, the infundibulum, from the third ventricle 
of the brain. In this way the posterior lobe of the pitui- 
tary body comes to be formed from the ventricular diver- 
ticulum, and the anterior lobe of the pituitary body from 
the pharyngeal pouch.”’ : 

The best part of the pathological division of the paper is 
its conclusion: ‘‘Adenoids, like Cesar, have been re- 
garded as beings out of place. 

***Imperious Ceser, dead and turned to clay, 
Might stop a hole to keep the wind away.’ 

‘*But, rightly considered, these obstructions bear the 
impress of a former glory, when, as with a coronet, they 
encircled the archaic mouth.”’ Hardie. 

Membranous Rhinitis. Diphtheritic and Non-Diphtheritic. 

65. CASSELBERRY, W. E. ( Medicine, July, 1897.) Mem- 
branous rhinitis is an acute inflammation of the nasal pas- 
sages, accompanied by a white membranous exudate, which 
covers a whole or part of the inflamed mucosa. The exu- 
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date produced by nasal cauterization is a type of this form 
of inflammation. As in the throat, this exudate may be 
the result of pathogenic microérganisms. 

Of twenty-two cases examined by Edmund Meyer, in 
thirteen the virulent diphtheria bacilli were present, the 
remainder presenting only the ordinary pyrogenic micro- 
organisms. The clinical course in both series of cases 
was the same. The disease usually continues abcut three 
weeks, this period not being varied in consequence of 
treatment. In this condition, the author has used various 
preparations, such as resorcin, menthol, creolin, and alka- 
line and antiseptic sprays. 

|The use of a 10 per cent. solution of peroxide of hydro- 
gen in an alkaline solution has, in the practice of the re- 
porter, produced marked improvement within three or four 
days, and usually a cure within eight days. In one case, 
in which this method did not give prompt results, two 
doses of diphtheritic antitoxin (1,000 units each), were in- 
jected, the exudate disappearing on the third day. A 
bacteriologic examination had shown well-defined Klebs- 


Loeffler bacilli—Scheppegrell. | Scheppegrell, 


Acute Inflammation of the Antrum of Highmore. 

66. CoBB, FREDERICK C. ( Boston Medical and Surgical 
Journal, December, 1897.) The article refers especially 
to the acute pus-formation in the antrum with a more or 
less patulous condition of the antral opening. The author 
maintains that the antrum may, and often does, recover 
without other treatment than keeping the turbinate con- 
tracted and the nose as clean as possible. 

Statistics show a most remarkable power of recovery in 
the mucous membrane of the antrum, as illustrated when 
the cause of purulency is a foreign body. Unless symp- 
toms of pressure, or great pain, chills, etc., coexist with 
empyema of the antrum, it would be wise to give nature a 
chance to heal it, the puncture being reserved until it has 
been shown that the discharge exhibits no tendency to dis- 
appear after the acute symptoms are over. 

Scheppegrell. 
Impairment of the Voice in Singers Arising From the 
Naso-Pharynx. 

67. CouRTADE. ( Arch. internat de Laryngol. d’ Otol et de 

Rhinology, November and December, 1897.) The voice is 
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produced by three parts; the blowing is done by the lungs, 
the vibrating is done by the vocal chords, and the resound- 
ing by the resounding box, the different cavities of the 
mouth and nose. The author gives an explanation of the 
influence of these different factors on the voice, and the 
resulting changes if any one part is diseased. He tells of 
several observations where the treatment of slight nasal 
troubles restored the voice of singers. Tolinger. 

Digestive Disorders Caused by Naso-Pharyngeal Catarrh. 

68. DALY, W. H., Pittsburg, ( Waryland Medical Jour- 
nal, November 13, 1897.) 

The evil effects of swallowing naso-pharyngeal secre- 
tions are pointed out. The nervous theory of dyspepsia 
is severely criticised, the author beleiving that, in the 
majority of cases, the neurasthenia which is present is 
due to the stomachic and intestinal functional disease with 
auto-infection from ptomaines, or leucomaines or both, 
and that the first cause of many of these cases is naso- 
pharyngeal catarrh with its bacilli extending to the 
stomach, liver and intestines, either by continuity of 
tissue or by swallowing the infected secretion from the 


naso-pharynx. Scheppeqrell, 


Report of a Case of Two Hundred and Seven Screw Worms 
Taken From the Nose. 


69. Foster, HAL., ( Laryngoscope, p. 341 1897. ) 

The patient was a woman, aged 50. who had been a 
sufferer from atrophic rhinitis twenty years after being 
seized with an epileptic convulsion while in her yard she 
was taken with itching of the nasal membranes, frontal 
headache and sneezing, followed by epistaxis and accom- 
panied by a very offensive discharge. Examination 
demonstrated the presence of screw worms. Chloroform 
was used as an inhalation; likewise diluted with an equal 
amount of hot water it was syringed into the nostrils. In 
all 207 worms were removed, mainly by forceps. 

Loe h. 


A Case of Tubercular Empyema of the Maxillary Sinus. Re- 
covery After Operation From the Fossa Canina. 


70. GaubiER, ( Rev. Hebd. de Lar. d’ Otol., October 30, 
1897.) 

The patient is a whitewasher of 40 years with a tuber- 
cular history. He blew pus from his left nostril, which 
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‘later on smelled badly. Besides, especially in the morn- 
ing, there was some swelling of the left cheek and 
‘‘infraorbital neuralgia.’’ Both transillumination and 
puncture gave positive results. The tubercular nature of 
the pus was recognized, especially after a perforation of 
the sinus outside was noticed. After tamponing the naso- 
pharynx, the outer wall of the sinus was removed and the 
whole cavity curetted. The patient made a good recovery. 
The author gives four observations of other authors, but 
while his was primary, the other four were all secondary 
tuberculosis. Tolinger. 

The Texas Screw Worm and Its Invasion of the Nasal 

Cavities. 

71. GOLDSTEIN, M. A., Laryngoscope, 1897, p. 335. 

The writer describes the case of a patient who was at- 
tacked with sudden and acute pain in the nose. One 
night he was awakened by a buzzing in the nose, which 
he thought might have been caused by a fly. Examina- 
tion revealed in the left nasal cavity a dense light 
yellow mass which proved to be the eggs of the Comp- 
somyia (Lucillia) Macellaria. The entire mass was re- 
moved by curette. Forty-eight hours later the nose was 
found in a violent state of acute inflammation and many 
screw worms were noticed deeply imbeded in the nasal 
mucosa. Later the region of the frontal sinus and ears 
became involved in the inflammation. The patient’s tem- 
perature and pulse gave evidence of septic fever. An 
abscess was discovered over the dorsum of the nose; on 
the sixth day an examination with a probe revealed a com- 
munication between the abscess cavity and the nose. In 
three weeks the patient was discharged cured. The writer 
made some investigations which disproved in some meas- 
ure the findings of the Louisiana and Texas Experiment 
Stations. Loeh. 

Hypertrophy of the Pharyngeal Tonsil. 

72. GRADENIGO, G., Turin, ( Annales des mal, de Tor., 
etc., August, 1897.) 

Of the patients under 15 years of age attending the 
ear, nose and throat clinics, thirty-six per cent. were af- 
fected with hypertrophied pharyngeal tonsil. 

The term, hypertrophy of the pharyngeal tonsil, describes 
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more exactly the anatomic lesion than the old one of adenoid 
vegetations. 

It consists in a total hypertrophy of the normal gland. 
The description of the adenoid type is well known. This 
type is not always accompanied by a hypertrophy of the 
pharyngeal tonsil, but on the contrary, especially in early 
childhood, one may find considerable hypertrophy of this 
tonsil without the adenoid type being present. 

The greatest danger in this affection comes without 
doubt from the aural complications, which may be either 
catarrhal or purulent. It is especially in the infantile 
catarrhal forms that the influence of the pharyngeal tonsil 
is felt, hypertrophy being found in 69.1 per cent. of males 
and 69.8 of females. 

Otitis media purulenta is accompanied much less fre- 
quently by hypertrophy (boys 20 per cent., girls 19 per 
cent.) 

The hypertrophy existed in 36 per cent. of the cases of 
otitis media acuta involving the internal ear. One is 
generally inclined to believe that the spontaneous involu- 
tion of the hypertrophic tonsil, which oftenest occurs 
after fifteen years, suffices to give a transitory character 
even to secondary auditory disturbances. Clinical obser- 
vation shows, on the contrary, that the involution is al- 
most total and that the hypertrophy leaves a chronic pos- 
terior rhino-pharyngitis which is resistant to treatment: 
again, that the aural affections existing since infancy 


acquires, in the long space of time before physiologic 
disappearance of the tumor, an individuality of its own 
and tends to progress on that account. Such is the genesis 
of progressive deafness, of middle ear sclerosis, at least in 
the majority of cases. Alderton, 


Rhinitis Atrophica Foetida in Its Relation to Diseases 
of the Accessory Sinuses. 

73. Harris, T. J., New York. ( Medical Record, October 
9, 1897.) The author gives a carefnl review of the theory 
of Ludwig Griinwald, who maintained that all cases of 
ozena were the result of focal disease, that is, areas of 
suppuration elsewhere than in the nose, as for instance, in 
one or more of the accessory sinuses. Dr. Harris consid- 
ers Griinwald’s argument very reasonable in the main. 
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From an analysis of ten cases, the author believes that 
there is no single constant cause for ozena; it is rightly 
to be regarded only as a symptom. 

That a genuine atrophy, until recently unproved, from 
Loewenberg’a studies confirmed by Abel and Paulsen, in 
all probability does exist. 

That focal disease, including especially disease of the 
accessory sinuses, while not the only cause, is a very im- 
portant and common cause. 

And, as a mast practical conclusion for the rhinologist, 
each case of ozena, in addition to being treated with the 
proper constitutional and local measures, is to be thor- 
oughly and repeatedly examined for evidence of such sinus 
involvement. Scheppegrell. 

The Nasal Hydrorrhea. 

74. JANKELEVITCH. ( /tev. hebd. de Lar., d’ Otol. et de 

thinol., December 18, 1897.) The author collected eight- 
teen cases from literature. He thinks that hydrorrhea is 
a nervous disease, similar to hay fever. For treatment, 
he advises massage every day, later on twice aday. The 
instrument of M. Schmidt allows the patient to do the 
massage himself. Galvano-cautery is contra-indicated. In- 
terstitial electrolysis is successful once in a while, but not 
regularly. Tlolinger. 

Some Remarks on Atrophic Rhinitis. 

75. JOHNSON, J.S. ( The Physician and Surgeon, Sep- 
tember, 1897.) A review of the various methods of treat- 
ing this affection. The author believes that it will not be 
the discovery of a new remedy or principle in practice, 
but rather a systematic and thorough use of the already 
known remedies and procedures, which will prove the 
most efficacious in this disease. Scheppegrell. 


Large Pulsating Vessels in the Pharynx. 


76. KELLY, Glasgow. ( Glasgow Medical Journal, Jan- 
uary, 1898.) Kelly considers the condition commoner 
than the number of reported cases would seem to imply. 
He reports four cases in patients 75, 72, 75 and 22. He 
believes that some, if not all, of these cases of large pul- 
sating vessels in the pharynx, are due to a tortuous con- 
dition of the internal carotid, but offers no opinion as to 
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the probable cause. A drawing of a specimen having tor- 
tuous carotids in the anatomical museum of Glasgow Uni- 
versity, illustrates the article. Hardie. 
New Facts About the Ogston-Luc Treatment for Radical Cure 
of the Empyema of the Frontal Sinus.—Critical Examina- 


tion of Failures and Accidents From Its Wrong Applica- 
tion. 


77. Luc. (Archives International. de Laryngol., JT Otol. 
et de Rhinol., September and October, 1897. Soc. france 
d’otol., May 4, 1897.) The method of operating is open- 
ing of the sinus, curetting, immediate and complete 
stitching of the wound, and drainage inthe nose. The 
failures are accredited to lack of asepsis, or incomplete 
curetting. Sometimes the sinus extends very farto the 
sides. Then the outer plate of bone has to be removed in 
order to scrape out every corner. Often both sinuses are 
involved, but only one causes symptoms. Therefore, Luc 
usually makes medial incisions as taught by Mayo-Collier, 
which allow the examination of both sides. Five histor- 
ies of patients illustrate the author’s statements. 

Holings v. 


On the Physiologic and Pathologic Relations Between the 
Nose and the Sexual Apparatus of Man. 


78. MACKENZIE, J.N. ( British. Med. Journal, November 
27, 1897.) <As the results of his clinical observations. the 
author offers the following conclusions: 

1. In a certain proportion of women whose nasal or- 
gans are healthy, engorgement of the nasal cavernous tis- 
sue appears with unvarying regularity during the men- 
strual epoch, the swelling of the membrane subsiding with 
the cessation of the catamenial flow. 

2, In some cases of irregular menstruation, in which 
the individual occasionally omits a menstrual period with- 
out external flow at such times, the nasal erectile body 
becomes swollen and turgid, as in the periods when all the 
external evidence of menstruation is present. 

3. The monthly turgescence of the nasal corpora cav- 
ernosa may be bilateral or confined to one side, the swell- 
ing appearing first on one side and then the other, the al- 
ternation varying with the epoch. 

4. The periodical erection may be inconsiderable and 
give rise to little or no inconvenience, or on the other 
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hand, the swollen bodies may occlude the nostril and 
awaken phenomona of a so-called reflex nature, such as 
coughing, sneezing, etc. 

5. In some cases there seems to be a direct relationship 
between this periodical engorgement of the natural erectile 
bodies, and the phenomena referable to the head which so 
often accompany the consummaticn of the menstrual act. 

6. Asa natural consequence of the phenomena above 
described, the nasal mucous membrane becomes at such 
periods more susceptible to reflex producing impressions 
and is, therefore, more easily influenced by mechanical, 
electric, thermic, and chemical irritation. 

7. The conditions (engorgement and increased irrita- 
bility of the nasal mucous membrane) indicated above, 
together with the phenomena that accompany them, are 
also found during pregnancy, at periods corresponding to 
that of the menstrual flow. There is also reason to be- 
lieve that similar phenomena occur during lactation and 
the menopause. Scheppegrell. 
Amaurosis Following Intra-nasal Operation, with a Review 

of Some of the Uncommon Results of Operations Within 

the Nose. 

79. PACKARD, FRANCIS R., Philadelphia. ( Wedical 
News, October 9, 1897.) A cold wire snare was used to 
remove a small piece of hypertrophied tissue from the an- 
terior extremity of the middle turbinated body of the left 
side of a patient 36 years of age, who suffered from hyper- 
trophic rhinitis. Two days later, the patient suddenly be- 
came blind in the left eye, this disappearing thirty min- 
utes afterward without treatment. A careful examination 
failed to reveal the cause of the disturbance of vision. 

The article concludes with a number of similar records 
in medical literature. Scheppegrell. 

Some Reflex Troubles Caused by Swollen Middle 
Turbinated Bodies. 

80. PALMER, A. C., Richmond, Va. ( Virginia Medical 
Monthly, September 24, 1897.) The author believes that 
the prostrated nervous condition following grippe is in 
nearly all cases due to the swelling of the middle turbi- 
nated bodies, causing pressure upon the septum and by ir- 
ritation of the highly sensitive membrane producing reflex 
influences on all parts of the nervous system. It also 
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causes the middle fossa to become a comparatively closed 
cavity, regarding the elimination of the secretions. He 
advises the application of the electro-cautery. 
Scheppegrell. 
Empyema of the Antrum in an Infant. 
81. Power, D’Arcy, ( The Lancet, November 6, 1897. ) 

Dr. Power reports the case of child of eight months, who 
was admitted into the Victoria Hospital in a very wasted 
condition and with an abscess discharging at the lower 
part of the right eyelid. An examination with a probe 
showed that there was an area of dead bone upon the 
surface of the superior maxilla. Pus was also exuding 
from the alveolar borders, but no definite opening could 
be detected. This condition was supposed to be due to 
the forceps delivery, but it was not until the child was 
about a month old that the abscess was noticed. In spite 
of treatment the child died thirteen days later. An au- 
topsy showed a small abscess in the right lung. 

Scheppegrell. 
Nasal Bougies and Drainage Tubes. 

82. PYNCHON, E., Chicago, (New York Medical Jour- 
nal, October 23, 1897. ) 

The author describes a new drainage tube made of red 
vulcanite and so constructed that it will fit the peculiar 
formation of the nostril. These are of use not only for 
drainage purposes, but also in the reduction of a recently 
fractured septum. They are made by Messrs. Tiemann & 
Co., New York. Scheppegrell. 
Cotribution to the Operative Treatment of the Inflammatins 

of the Frotal Sinus. 

83. RIVIERE, a ( Rev. hebd, de lar. dtol et de Rhin, 
December 25, 1897.) 

This paper is merely the report of a patient who was 
operated upon several years ago by the chief of the 
author. There is nothing original in it. 

Hlolinger. 
A Conservative Operation for the Removal of Nasal Synechia. 

84. SCHPPEGRELL, W., ( Laryngoscope, January 1898.) 
A celluloid sound of the smallest diameter, such as is 
used with the catheter for the Eustachian tube, is bent to 

8 
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an acute angle one and a half inches from the end, or at 
other lengths, depending upon the location and size of the 
synechia. Although bent at this angle, the sound retains 
considerable resiliency, and if it be now passed into the 
nostril below the synechia, it is compressed in its passage, 
but promptly resumes its original position as soon as it 
passes the adhering membranes. The sound is now gently 
withdrawn, and the end will appear in the nostril above the 
synechia. This end is then drawn foward by means of an 
alligator forceps, and a fine silk cord, which is tied to the 
end of the probe, is thus drawn around the synechia. A 
piece of steel piano wire such as is used for the cold 
snare, is then drawn by means of this cord around the 
Synechia, the wire being bent to an acute angle, where it 
is attached to the silk, so as to prevent laceration of the 
tissues in its passage through the nostril. This wire is 
then attached to any one of the cold snares used for nasal 
operations, and, by gradually tightening the wire, the 
synechia is removed. Cocaine is applied before the opera- 
tion, and may also be applied during the progress of the 
operation, in this manner rendering it entirely painless. 

A small] sheet of the thinest white celluloid is then in- 
serted into the nostril, the celluloid being cut to such a 
size and form that its lower edge will rest on the floor of 
the nostril, its upper edge reaching above the synechia, 
and its anterior edge very near the anterior orifice of the 
nose, so that, in blowing or sneezing, the celluloid will al- 
ways separate the raw surfaces. The nostril requires no 
further treatment, all that is necessary being the patient 


e 


should use an alkaline and’ antiseptic nose-wash two or 
three times daily. 
After the first day the patient is unconscious of any 


foreign body in his nostril; the celluloid does not absorb 
septic materia! nor give rise to an irritation. The cellu- 
loid used is very thin and white, both of these specifica- 
tions being for an object. If the celluloid is heavier it is 
more difficult to apply, and there is a greater tendency 
from its weight to fall into the naso-pharynx during sleep; 
if the celluloid is transparent, it is difficult to locate it in 
the nostril to see if it is in its proper position. On account 
of its innocuous qualities the celluloid may be left in posi- 
tion somewhat longer than is necessary. Loeb. 
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A Case of Fatal [Primary Hemorrhage Following Removal of 
Adenoid Vegetations. 


85. SCHMIEGELOW, E., ( Wonat. f. Ohrenh., March, 1897.) 
In a child, 12 years old; a mouth breather, with scrofu- 
lous diathesis; naso-pharynx filled with adenoid vegeta- 
tions; enlarged tonsils. Exploration with finger was slightly 
blood jy. 

The growth was removed with Gottstein’s curette, in- 
troduced a number of times. Suddenly there occurred a 
very profuse hemorrhage from the nose and mouth of light 
arterial blood. The patient collapsed, was put on the 
table and an iodoform-gauze tampon was applied, but in 
spite of this and of subcutaneous and intravenous salt- 
water injection, respiration did not return. 

It all occurred very quickly, two or three times the blood 
flowed in a thick stream and then the patient sank alto- 
gether; the loss of blood amounted to about 500 gm. 

Autopsy: The cerebral vessels were well filled (the pa- 
tient had been inverted and the extremities bandaged) 
all internal organs were extraordinarily anemic: the right 
lateral wall of the naso-pharynx was extensively wounded. 
and in the wound were remnants of hemorrhage: there was 
a pointed rupture of the internal carotid just before it entered 
the carotid canal in the petrous portion. There was no le- 
sion, on the other hand, of the vessel at a point correspond 
ing with the lesion of the pharyngeal wall. Numerous 
glands existed behind the vasculer sheath. The wall of the 
vessel was microscopically normal. 

How was the internal cartoid burst? It is probable that 
the glands, pressing the internal carotid toward the 
pharyngeal wall, were responsible; the Gottstein curette 
invading the lateral pharyngeal wall and exercising such 


a strong pressure upon the internal carotid as to cause the 


latter to burst close to the cranium. 

Previously reported cases of fatal hemorrhage: Bryson 
Delavan, (.4im. Laryng. wAss., 1889); Cartaz,( La Semain 
Med., May 28, 1890); Woakes, ( Post-nasal Catarrh, 1884, 
p. 162): Ruault, Gellé and Beausoleil, ( Bull. de la Soe. 
Frane. dot., ete., 1895, p. 25.) Thomas French knows of 
three cases in America, besides that of Delavan. 

Alderton, 
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Syphilis of the Nose With Almost Complete Destruction of 
the Septum and Conservation of the Form of tho Nose. 
86. TAPTAS, Constantinople. ( fev. hebd. de Laryngol., 

d’ Otol., et de Rhin., October 16, 1897.) Patient, of 37 

years, complains of headache and pain in his nose. 

Anterior rhinoscopy shows that almost the whole of the 

septum and turbinated bodies are missing. The nose is 

filled with ill smelling crusts. Two weeks after the begin- 
ning of treatment (when this case was reported) the pa- 
tient had improved and the nose kept its form. 
Holinger. 
Nasal Micro-Organisms. 

87. THOMPSON AND HEWLETT. ( Medical Record, Sep- 
tember 25, 1897.) As a result of their investigations, they 
state that in the dust and crust of mucous and debris de- 
posits among the vibrissze of the healthy subject, micro- 
organisms are never absent and are usually abundant. 
On the Schneiderian membrane, however, under normal 
conditions, micro-organisms are never plentiful, and in 
more than 80 per cent. of the cases no organisms whatever 
are to be found, and the mucus is completely sterile. The 
appearance of pathogenic organisms is so infrequent that 
their presence on the Schneiderian membrane may be re- 
garded as exceptional. Scheppegrell. 

Epistaxis and Its Management. 

88. TRASK, S., San Francisco. ( Pacific Medical Jour- 
nal, July, 1897.) Nasal hemorrhage is most frequently 
found at the union of the spheno-palatine with the in- 
ferior artery of the septum, about one inch inward from 
the vestibule. The application of argentic nitrate fused 
to a silver probe, is usually effective. If this is not suffi- 
cient, the application of a mesh of antiseptic gauze, into 
which finely pulverized subsulphate of iron has been 
rubbed, is recommended. The injection of iron solutions 
and posterior tamponing should be avoided. 

In obstinate cases, the author recommends a drop of 
fuming nitric acid applied by means of a wooden applica- 
tor to the bleeding spot, the patient in the meanwhile ex- 
haling strongly from the nose. The minute eschar which 
is formed, drops within a few days. Where the bleeding 
is due tosystemic causes, general treatment should be 
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given. Chloride of calcium has recently been recom- 
mended as a useful agent. Scheppegrell. 
The Nasal Septum. 

89. WADSWORTH, WARREN, Detroit. (The Physician 
and Surgeon, August, 1897.) A review of the anatomy 
of the septum, and the cause and treatment of septal de- 
formities. Scheppegrell. 

The Physiologic Psychology of Smelling. 

90. X. (Jour. Amer. Med. Ass’n,, January 8, 1897.) 
Reference is made to the investigations of Piesse, Zwaar- 
demaker and Nagel, who have attempted to systematize 
this subject, without, however, any very successful re- 
sults. The sense of smell is probably only an imperfect 
relic of what it once was in the early stages of evolution, 
but it still has its practical value, and whatever aids to 
complete our understanding of its physiology is a welcome 
acquisition. At present, much is still obscure, and the 
field is yet an open one for further research. 

Sele ppegre ll. 


III.—MOUTH AND PHARYNX. 


Hypertrophied Faucial Tonsils. 


91. BARNHILL, J. F. (Vedical Record, October 23, 
1897.) The author classifies the cases as follows: 1. 
Those in which the patient claims never to have suffered 
inconvenience from the tonsil. 2. Those in which there is 


quinsy or tonsillitis once, or oftener each year. 3. Those 
in which there is a small, yet pathologic gland. In all 
cases the diseased crypts should be cleaned out. Among 
the untoward results of pathologic tonsils are that they 
may either cause reflex neurosis, or act as obstructive 
bodies, absorbents, and also as auto-infectious bodies. 
Scheppegrell. 


Surgery of the Faucial Tonsils. 

92. DABNEY, S.G. (American Practitioner and News, 
November 13, 1897.) A lady who had long suffered from 
persistent cough, and who had been much alarmed for 
fear that she had contracted phthisis, was entirely relieved 
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by the cure of a chronic follicular inflammation of the 
tonsils. In the so-called atrophic tonsil, the thorough 
opening of the crypts by deep incision with the electro- 
cautery is preferred. Scheppegrell. 


Chronic Hypertrophy of the Lingual Tonsil. Clinicai, Phys- 
iological and Pathological Review 


93. DipspurY. (<lreh. internat. de Laryngol., d’ Otol. 
et de Rhinol., September and October, 1897.) The author 
describes the embryology and physiology of the part. He 
considers the lingual tonsils as a normal part of Wal- 
deyer’s lymphatic ring, and not as an anomaly. The 
anatomy is given very carefully with the vessels and the 
nerve supply. The author mentions that Scheppegrell 
proved that women are predisposed to this disease. Peo- 
ple from 19 to 30 are most often, from 30 to 50 only rarely, 
attacked. Rheumatism and other causes have been given. 
The symptoms of hypertrophy of the lingual tonsil are 
numerous; choking, feeling of foreign body, etc. The 
author lays stress on the lack of motility of the epiglottis, 
and difficulty in singing. Spitting of little threads of 
blood in coughing, is usually due to hypertrophy of the 
lingual tonsil. Secondary syphilis is a frequent affection. 
The diagnosis is easily made with the laryngeal mirror. 
The treatment consists in destroying the tissue with the 
cautery. The author reports a case of hysterical attacks 
cured after galvano-cautery treatment of the lingual ton- 
sil. Hlolinye r. 


Tonsillitis and Douloureux with Reference to Clinical 
Treatment. 


94. FaBricius, F. W., New York. ( Viryinia Medical 
Monthly, September 24, 1897.) In tonsillitis, salicylate 
of sodium is a most efficient remedy and an almost spe- 
cific agent in the acute variety. It should be administered 
in milk or mineral waters, and just after eating. Fifteen 
ers. of salicylate of sodium and 20 grs. of bicarbonate of 
soda every three hours will usually effect a cure in 24 to 
to 36 hours. In severe cases, the dose should be given 
more frequently. 
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For chronic cases subject to exacerbations, the author 
advises the following: 
R Tinct. aconit. rad. - 
Tinct. bellad. . - 
Tinct. ferri chlo. . 
Tinect. iod. co. - = - 
Glycerin - - - - q.s8.° 
M. 8. Topical; apply with a brush. 


Scheppegrell. 
Two Cases of Papiliomata of the Soft Palate. 

95. Goop. ( Arch. intern. de Laryugologie, dU Otol. 
Rhinol., November and December, 1897.) The author first 
explains what he means by papilloma of the soft palate, 
and gives the anatomy of the soft palate, which consists of 
eight layers. The microscopical diagnosis of these growths 
proved that they contained very few glandular elements. 
The treatment was removal of the growths with the hot 
snare. At the end he gives a list of thirty-nine articles on 
this subject from English, French, Italian and Belgian 
literature. Hlolinger. 

Chronic Abscess of the Tonsils. 

96. HuGHES, PAUL. ( Ler. hebd. de Lar. d Otol. ef 
Rhin., October 30, 1897.) The chronic abscesses of the 
tonsils do not arise from the crypts, but in the tissue of the 
tonsils and surroundings. The main symptom is spitting 
of pus temporarily, pain on rapid swallowing, and sensa- 
tion of foreign body in the throat. Sometimes the patient 
complained about coughing, hoarseness or nasal voice, 
stomach troubles, orearsymptoms. For treatment Hughes 
advises splitting of the abscess with the galvano-cautery 
and curetting with the same instrument kept dark red. 
Four observations of the author contirm his statements. 

Holinge r’. 
A Remarkable Angio-Neurosis of the Tongue, Due to the 
Application of Chromic Acid. 
97. LEWIS, ROBERT, JR., New York. ( New York Med- 


tcal Journal, October 2, 1897.) A woman of 48 years suf- 


fered from chronic otitis media purulenta of the left side. 
The opening in the tympanic membrane was filled with 
granulation tissue, this being removed by curetting and 
the base cauterized with chromic acid. When the patient 
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was next seen, she reported that the night following the 
operation her tongue became so swollen that she could 
hardly breathe, this lasting for several hours. 

Six months later, it was found necessary to repeat the 
application. Twelve hours afterward, her tongue began 
to swell so rapidly that within two hours she could not 
protrude it or close her jaws; dyspnoea was so marked 
that tracheotomy was seriouly considered. Purgatives 
and local applications, however, caused the edema to sub- 
side in about three hours’ time, and within twenty-four 
hours todisappear. In addition to the glossal edema, there 
were areas of edema in several other portions of the body. 
The case was supposed to be one of angio-neurotic edema, | 
due to too active stimulation of the chorda tympani nerve, 
or to undue mental excitement. Scheppegrell. 


Sarcoma of the Tonsil, Report of a Case. 

98. MARVIN, A. H. ( Cleveland Medical Gazette, Sep- 
tember, 1897.) Sarcoma of the tonsil is not as rare as is 
generally thought, fifty cases having already been re- 
ported. After a careful analysis of the pathology and 


diagnosis of this condition, the author states that the treat- 
ment is surgical, either through the mouth or by external 
operation. 

He reports a case in which the malignant growth of the 
tonsil was successfully removed by means of the electro- 
cautery knife under cocain anesthesia. A microscopic 
examination showed it to be asmall spindle-celled sarcoma. 
Six months after there had been no recurrence. 

Scheppegrell. 
Arterial Varix of the Lower Lip; Invivoing the Coronary Arte- 
ries.—Examination Under Cocain Anesthesia. 

99. MATAS, RUDOLPH, New Orleans. (Medical Neors, 
August 14, 1897.) A cornet player complained of a pecu- 
liar pulsating swelling, which affected his lower lip. On 
examination, a slight elevation in front of the frenum labii 
was revealed, this pulsating distinctly. The cause of the 
trouble was evidently an enlarged coronary artery, which 
was especially dilated at the usual point of anastomotic 
communication in the middle line. The enlargement at 
this point caused the usually small and invisible coronary 
arteries to feel as large asthe facial artery itself. Under co- 
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cain anesthesia the chief artery was removed, and two 

collateral ramifications ligated. The vessel walls were un- 

usually thick and were undoubtedly ina state of endarteri- 

tis. Scheppegrell. 

Chancre of the Lip Probably Acquired Throug” the Use of a 
“Rouge Stick.” 

100. MONTGOMERY, D. W. (Medical News, December 
4, 1897.) The lesion on the lip was undoubtedly a chancre, 
as demonstrated by the subsequent history of the case. 
The ‘‘rouge stick’’ is a cylinder composed of a firm red 
ointment, which was used in the hair-dressing establish- 
ment which the patient patronized. This was applied to 
the lips of the various customers after first having been 
moistened by the lips of the attendant (!). 

Sche ppegre 11. 
A Large Angioma of the Lip. 

101. Morris, RoBERT T. ( New York Medical Journal, 
July 24, 1897.) The patient, aged 32 years, had at birth a 
small naevus of the upper lip, which was unimportant for 
twenty years, until an attempt was made to remove it. 
Ten years afterward setons were introduced through the 
lip, as many as thirty-five being employed simultaneously. 
This stimulated the development of the tumor, and it in- 
creased in size very rapidly and hung down below the 
chin and presented a malignant appearance. 

The tumor was removed by means of a scalpel, anda 
new lip made by taking skin flaps from the cheeks, recov- 
ery taking place without marked deformity. One year 
later there had been no recurrence. Scheppegrell, 

Hemiatrophy of the Tongue. 

102. MoyvER, HAROLD N.,Chicago. ( Vew York Medical 
Journal, August 7, 1897.) Dr. Moyer describes the case of 
a young man, 25 years of age, who received a wound in 
the left cheek, but the bullet could not be located. Imme- 
diately after the accident the jaws were firmly locked, and 
at the end of three days they could only be opened suffi- 
ciently to receive small particles of food. Three months 
elapsed before the jaws could be completely opened. The 
patient could not masticate food as well on the left side of 
his mouth as on the right side, this necessitating the re- 
moval of the collection of food with a spoon. 
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A year later it was noticed that the left side of the tongue 
was becoming smaller and seemed to be drawn to one side. 
There was also difficulty of articulation and some saliva- 
tion. Two years later the symptoms had improved, but 
speech was slow. Tests proved that taste was completely 
abolished on the anterior and posterior surfaces of the left 


half of the tongue, but the tactile sense remained. The 
accompanying figure shows the atrophied condition of the 
tongue. The dark spot on the left cheek marks the wound 
of the entrance of the bullet. Scheppegqrell. 


Traumatic Paralysis of the Soft Plate. 


103. RAUGE, (.-reh. fntern. de Larynol. PP Otol. et de 
Rhinol., September and October 1897). The author de- 
scribes a case of paralysis of the soft plate, caused by 
traumatism of the head and neck. A man, of 59, fell from 
a wagon and struck with the left half of his head on the 
edge of a box. He wasunconscious for an hour. Besides 
a small hemorrhage from his nose no other symptoms but 
the paralysis could be found. The author investigates the 
anatomy and especially the innervation of the soft plate, 
and finds it very complicated. The chances are that the 
lesion is 1 peripheral, 2 intracranial, 3 intrabulbar or 
cerebral in the grey substance or the intracerebral 
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fibres. He comes to no definite conclusion. [The 

stractor is astonished that a hysterical paralysis is 

even mentioned by the author. Holing: 
Difficult Case of Late Hereditary Syphilis. 

104. SENDZIAK, (?erue hebd. de Laryngol a’ Otol et di 
Rhinol January 8, 1898). The patient is a girl of 15. She 
was weak since childhood.‘ The cervical glands were 
swollen and the general condition is similar to consump- 
tion. She had ulcerations of the roof of the mouth with 
several perforations into the nose, ozsena, and. inflamma- 
tions of the eyes, which destroyed her vision almost com- 
pletely. She was in the hands of several doctors and 
treated with As. etc., without result, till the author began 
giving KI. and HG. She now enjoys good health. 

Holinge 
Chronically Diseased Tonsils. 

105. WHITTAKER, H. W., Columbus, (.Wedical Record, 
October 23, 1897). Hypertrophy of the tonsils is found in 
the child, and hyperplasia in the adult. In the treatment 
it is necessary to consider the hyginenic, prophylactic, 
local constitutional and surgical measure. 

Sche ppeqre 11. 


IV.—LARYNX. 


Malignant Tumor of the Larynx in a Patient with Tuberculo- 
sis of the Lungs. 

106. BARR, Nice. ( Archiv. internationales ue Larynyol., 
I? Otol., et de Rhinol., November and December, 1897.) 
Malignant tumors of the larynx are rare occurrences in 
consumptives. The author’s patient was 65 years old, 
and was treated for a long time for consumption. Tu- 
bercle bacilli had been found in great numbers. <A tumor 
of the size of a pea was seen at the left plica ary-epiglot- 
tico. No excision was allowed for microscopical examina- 
tion. Thirteen months later the patient died with symp- 
toms of stenosis of the Jarynx and esophagus. The 
author is in favor of operating on a tubercular laryngitis, 
but against operation for.a cancer. He calls this stand- 
point surer and more honest. Holinger. 
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On the Weight of the Laryngeal Cartilages and the Propor- 
tions of Dried Substance, Fat and Ashes. 


107. BeRGEAT, H., Munich. (Fraenkel’s Arch. f. 
Laryn., V1., 2, 198.) The object of the investigation was 
to determine, by weighing the rate of growth of the car- 
tilaginous structure of the human larynx; the varieties of 
the distribution of weight, especially in the two sexes; the 
extent of the lime deposits. Although the author could 
not completely carry,out his plans, he publishes note- 
worthy results in regard to ash residue, which have a 
bearing on the newest method of examination by means of 
the Roentgen rays. 

The cartilages were peeled from their perichondrial en- 
velope, and weighed. Then they were freed from water 
in a kiln, and burned; the fat was gauged by Soxhlet’s 
apparatus; the dried cartilages were well ground, put 
into filter papers free from ashes, desiccated in the kiln, 
then weighed; after having the fat acted upon for twenty- 
four hours, they were again dried and weighed, and 
lastly burned, The same results were obtained in control 
experiments made with thyroid cartilages in which the fat 
was abstracted, one-half without, and one-half after pul- 
verization- The cartilages examined were taken from 
tubercular and non-tubercular men, women and children. 
Some of the author’s deductiens are here given, while it 
would lead too far to repeat all of his figures and conclus- 
ions. 

The average weight of the whole cartilaginous frame- 
work is, 


In man: 
Non-tubereular, 13,221) 9 g59 
tubercular, 12,497 § ws ala 

In women: 
Non-tubereular, 8.01 


( 
tubereular, 5.72 


ie ie 
5 f 7.821. 


That is, the difference between male and female 165.100, 
or 100.61. 

In tuberculosis, the weight of the larynx seems dimin- 
ished. The time of completed growth could not be decided 
upon. In man the thyroid cartilage appears larger than 
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in woman; the cricoid cartilage and epiglottis, however, 
smaller. 
The relations of the different cartilages are about: 


Thyroid cartilage, one-half of the weight of all cartilages. 
Cricoid cartilages one-third. 

Epiglottis, one-tenth. 

Both arytenoids, one-twentieth. 


The various cartilages contain the following percentage 
of dried substance, including fat: 
First tracheal 
Male. Thyroid Cricoid. Arytenoid. Epiglottis cartilage. 
Non-tubercular. 39.2 28.2 29.8 


Tubercular. 


Female: 
Non-tubercular 


Tubercular 
25.8 . 24.5 39.1 
The author cannot corroborate the statement frequently 
made, that chronic tuberculosis favors ossification in the 
larynx. In further experimenting, it will be necessary to 


distinguish if the larynx of a tubercuious patient has be- 
come affected specifically by the disease, or if it has been 
only involved in the general dyscrasia. Long continued 
and hard coughing, namely, or straining the voice, may 
prove of influence in ossification independently of the con- 
dition of the blood and of .the infection. It would seem 


that, in a declining constitution, there would not be any 
tendency to the formation of new blood-vessels where 
there is no direct irritation. But according to Chievitz, 
laryngeal ossification is preceded by the proliferation of 
blood vessels in the cartilage. Chievitz also ascribes to all 
diseases a favoring influence on ossification; the author, 
however, found increase of ash residue in chronic stomach 
diseases (three cases) and in chronic Bright’s disease 
(one case.) Calcification or ossification may set in much 
earlier than is generally claimed. Chievitz assumes as 
the earliest time, the twentieth year in men, and the 
twenty-second in women. The author noted increased 
lime content, even distinct calcareous deposits, in healthy 
girls of 17 and 18 years, who died from accidents. 
Ossification is thought to be physiological by the author; 





6 ABSTRACTS FROM OTOLOGICAL AND 


it begins in regions corresponding to the attachment of a 
ligament or muscle. Being dependent on traction, the 
difference in the spread of ossification in the male and fe- 
male, especially in the thyroid cartilage, is due to the dif- 
ference in the action of the muscles. A proof for his 
explanation is seen by the author in the observations 
made both by him and Chievitz, that two regions of the thy- 
roid cartilage remain free to a remarkable degree; the 
most anterior lower part of the pyriform sinus and that 
part of the thyroid cartilage corresponding to the sinus 
Morgagni. And in neither is there an insertion of 2 mus- 
cle or of a ligament. Morgenthau. 


Indication and Contra-Indications for Surgical Treatment of 


Tuberculosis of the Larynx andthe Results One 
May Expect. 


108. BotEy, Ricarpbo, Barcelona. ( slrehives Intern. de 
Laryng. d’ Otol, et de RPhinol.. September and October, 
1897.) 

1. In acute and subacute forms of tuberculosis of the 
larynx the surgical treatment is contra-indicated. 

2. The same must be said of chronic infiltro-ulcerative 
tuberculosis of the whole or greater part of the organ. 

3. In 20 per cent. of the remaining cases the surgical 
treatment is indicated, if the condition of the patient al- 
lows it, that is in lupus of the larynx sclero-vegetant and 
polypoid tuberculosis, infiltrations of one side or at the 
entrance of thel arynx, infiltro-ulcerations of half or two- 
thirds of the organ. 

4. The result depends upon careful selection of the cases. 
The author obtained almost always lasting improvements 
or cures. 

5. Searifications and electrolysis are useless. Galvano- 
cautery may help in lupus of the entrace of the larynx. 

Hlolinge vr. 
Report of the Progress Made in the Treatment of Laryngeal 

Tucerculosis Since the Last International Congress. 

109. GLEITSMAN, J. W., (Journal of Laryngology, p. 
655, 1897.) The writer calls attention to Semon’s remark 
that laryngeal tuberculosis is merely a local manifestation 


of ageneral infectious process and that we can not promise 


to cure the latter even when successful in arresting for a 
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ime the laryngeal complication. He has observed good 
results from creosote carbonate, guaiacol carbonate and 
benzosal especially at the beginning of the disease, but he 
has not secured any good results from anti-phthisin and 
anti-tubercle serum though Von Ruck in the former in- 
stance and Loeb in the latter report some favorable results. 


Local treatment comprises atomization, inhalation, insuf- 


flulation injections and pigments. 

Particular menticn is made of Rosenberg’s injections of 
menthol in olive oil, Botey’s tracheal injections of creo- 
sote and guaiacol, Barton’s intra-tracheal injections of 
benzoinal, larophen and menthol. No topical applica- 
tion enjoys the confidence of laryngologists as much as 
lactic acid introduced by Krause in 1885. Good results 
are recorded from the use of salphoricnate of phenal sug- 
gested by Rualt. Simanowsky and Spengler recommend 
parachlorophenol in solutions of 5 to 20 per cent. in glyce- 
rine, while Murray reports good results from the use of 
Enzymol. 

The surgical procedures are the following: (1), incision: 
(2), curettement; (3), submucous injections: (4), electro- 
lysis; (5), golvano-cautery; (6), laryngotomy; (7), laryn- 
gectomy; (8), tracheotomy; (9), intubation. Curettement 
has made many converts and in spite of the delay of its 
general recognition, it has taken a firm foot hold. Curette- 
ment is indicated: 

1. In cases of primary tuberculous affections without 
pulmonary complications. 

2. In cases with circumscribed ulcerations and infiltra- 
tions of the larynx. 

3. In cases with dense hard infiltrations of the arytenoid 
region of the posterior wall, also of the ventricular bands 
and tuberculous tumors of the epiglottis. 

4. In the incipient stage of pulmonary diseases with but 
little fever and no hectic symptoms. 

5. In advanced pulmonary disease, with distressing dy- 
sphagia resulting from infiltration of the arytenoids as the 
quickest means to give relief. 

The contra-indications are: 

|. Advanced pulmonary disease and hectic. 


2. Disseminated tuberculosis of the larynx. 
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3. Extensive infiltrations, producing severe stenosis, 
when tracheotomy is indicated or laryngotomy can be 
taken into consideration. 

The writer agrees with Heryng as to the inadvisability of 
operating in timid distrustful patients lacking the necessary 
nerve power as to submucous injections of lactic acid has 
given satisfactory results where objection was made to 
curettement or where it was inappropriate. 

Chappell has reported good results from submucous in- 
jections of creosote disolved in castor oil and Scheppegrell 
from cupric electrolysis. The latter who treated seven pa- 
tients by this method found great improvement in four 
cases. 

Crepon has collected seventeen cases of laryngotomy 
for laryngeal tuberculosis, to which are to be added two by 
Lahoffand and two by Pieniazek. 

The writer closes as follows: 

‘If in conclusion, we allow all that has been said to pass 
in review before our mind, we are compelled to acknowl- 
edge that, during the last few years, not only satisfactory 
progress in the treatment of laryngeal tuberculosis has 
been made, but also that in many directions diligent 
efforts are being made to overcome our deficiencies and to 
improve our methods. But let us at the same time keep 
in mind the well-meant words of Kuttner, viz., that laryn- 
gology can very well recognize laryngeal tuberculosis in 
its initial stage, but that we seldom see a patient at the 
commencement of the disease. When the necessity of an 
early interference will be fully accepted, when the better 
results obtained at this stage will be more generally recog- 
nized then also the laryngologist will find his task easier 
and earn, with greater satisfaction to himself, the well- 
deserved rewards for his labors. Loeb. 


Treatment of Tuberculosis with Cinnamic Acid. 


110. Heusser, TH-, Davos. ( Therapeut. Monatsh., 
1897,9; Wien. lin. Woch., 1897, 1146.) The remedies 
against tuberculosis may be divided into the following 
classes: 1. Climatic and hygienic dietetic treatment; 
this is, however, more of an adjuvant to other methods, 
and, moreover, within the reach of but a small number of 
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pulmonary patients. 2. Internal medication; creosote 
alone has survived of the numerous drugs recommended. 
3. Killing the tubercle bacillus; a goal hitherto not 
reached. 4. Finally, the plan advocated by Landerer, ar- 
tificially to produce an aseptic inflammation around the 
tubercular focus and thus, in its stead, a firm scar. He 
recommends for this object, the injection of Landerer’s 
fluid. 
R Acidi cinnamylici 5. 
Olei amygdal. dulce. 10. 
Vitellum ovi, No. I. 
Sol. sodii chloridi (0.7 %). 
q:- s. ut fiat emulsio. 
Before using, the fluid must be rendered slightly alka- 
line by the addition of a 25 per cent. solution of potassic 
hyd‘ate. The injections should be made into the gluteal 
muscles. The author claims thatthe remedy, while not a 
specific against tuberculosis, influences the disease to a 
great extent. With some care, the injections are per- 
fectly harmless. The histories of 22 patients treated since 
1894, are given in detail. In one very sick patient, the 
fever subsided entirely after five weeks treatment, for the 
whole summer. It reappeared in autumn with the advent 
of new catarrhal symptoms, but vanished shortly after the 
injections were again begun. In another patient who was 
afflicted with severe phthisis, and who succumbed late to 
insufficiency of the right ventricle, the post-mortem ex- 
amination showed nearly complete connective tissue cica- 
trization of the tubercular infiltration, and, further, con- 
siderable connective-tissue infiltration in a large cavity 
which had been diagnosed before, of such firmness and 
denseness as the author had never before seen. Of the 
22 cases there were: 


0 
0 


Cures in six instances - - - 27.25 per cent. 
Improvement in twelve instances, 54.54 per cent. 
Death in one instance - - - 4.54 per cent. 
No success in three instances - 13.63 per cent. 
The value of these rather favorable results is enhanced 
when the forms of disease of the various group are taken 
into consideration. Landerer makes the following divis- 
ons: 
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1. Chronic tuberculosis with non-demonstrable cav- 
ities, although with many bacilli and moderate rise of 
temperature in the evening. 

2. Cases of cavities without great rise of temperature. 

3. Large cavities with high continuous fever. 

4. Acute phthisis; so-called galloping consumption. 
To these the author would add, 

5. Initial tuberculosis, where but slight areas of dull- 
ness are to be found by physical examination, but few ba- 
cilli and no elastic fibres, and where the general condition 
is but little affected. Of these two groups, two must be 
eliminated at once, 7. e., initial tuberculosis and acute 
phthisis. Landerer himself insists upon the hopelessness 
of applying his treatment in such cases, and none of the 
author’s patients who were but slightly affected, could be 
induced to submit to injections of any kind, a result of the 
aversion among patients dating from the time of the tu- 
berculin treatment, 

All cases of the author belong to the group I and II; of 
the cured, 3 to group I, and 3 to group II; of the im- 


proved, 3 to group I, and 9 to group II. Of those im- 
proved, the result was permanent in 7; in 3, further re- 
ports are missing; in 2, death occurred after one-half to 
one year. Of those cured, 2 have remained so since two 
years, 3since one, and 1 since five months, without any 
disturbance whatsover. Morgenthau. 


Edema of the Larynx in Secondary Syphilis. 


111. Lacroix. (Arch. internat. de Laryngol., d’ Otol. 
et de Rhinol., November and December, 1897.) A young 
married woman of 23, suffers from edema of the larynx, 
especially of the plicaary-epiglottica. This latter is pale 
and one cm. in thickness. On the tonsils and posterior 
wall of the larynx are diphtheria-like membranes, but no 
diphtheria bacilli can be found. None of the usual rem- 
edies relieved the dyspnea and almost total inability to 
swallow. Afterward typical symptoms of secondary syph- 
ilis set in. The first doses of mercury improved the con- 
dition, and the membranes disappeared. No ulcers or 
erosions could at any time be seen. Holinger. 
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Contribution to the Treatment of Tuberculosis of the Larynx. 

112. LE Marc, Hapour. ( /tev. hebd. de Laryn., d Otol. 
et de Rhinol., November 6, 1897.) The author occupies 
three and a half pages in giving directions how to anes- 
thetize the larynx with 10 per cent. solution of cocain. 
For the operation he rejects Heryng’s and Krause’s cur- 
ettes, and prefers M. Schmidt’s forceps. For after-treat- 
ment, he recommends concentrated lactic acid, with cocain 
anesthesia. For treatment of the epiglottis, he prefers Dr. 
Furet’s forceps for the lingual tonsil. Four histories 


prove these statements. Hollinger. 


Tuning Fork—Vibrations. 

113. MALJUTIN, E. N., Moscow. ( Fraenkel’s Areh. J. 
Lar., VI., 2, 193.) When holding a sounding tuning 
fork in one’s hand, the vibrations are transmitted not only 
to the fingers, but can be felt, on palpation, in the mus- 
cles of the arm and even of the shoulder. A priori, it may 
be concluded that a certain note can be produced with 
greater ease and clearness if it is sounded by a corre- 
sponding tuning fork held in the other hand; the vibra- 
tions of the cord will coincide with those of the fork. The 
author, who has a poor voice of limited range, coaxed his 
voice into unwonted heights by placing vibrating forks on 
his head. After some practice he was able, without the 
aid of forks, to sing all notes of the baritone register. 
Others also noticed great improvement in their voices. 
The author tried this method in one patient who had lost 
her voice completely for two and one-half years. She 
appeared to be a perfectly healthy young woman. In at- 
tempting to phonate, the vocal cords remain far from the 
middle line, while the arytenoids and ventricular bands 
approach each other somewhat. She cannot phonate, and 
speaks with her mouth only, without using the vocal 
cords. She had beentreated in vain by all known means, 
even by hypnosis. October 19, the author placed a vi- 
brating tuning fork on her thyroid cartilage and had her 
sing the note to the letter A. The sitting lasted twenty 
minutes, during which time the tuning forks embracing 
two octaves, E to E, were used. For four days this was 
repeated daily; she continued to produce the sounds in a 
whisper, which became more distinct day by day. On 
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October 29, the girl was able to read aloud, and has not 
lost her voice since that time. The changes in the larynx 
were observed daily by the mirror. The right vocal cord 
began gradually to move in the first days. After the fifth 
sitting, the left cord began to change its position. At 
present, the cords meet well. She cannot lower or raise 
her voice very much. Lately, by the aid of a higher fork, 
the pitch of the voice was raised. As the girl is not musi- 
cal, that is done with some difficulty. The result in this 
case of hysterical paresis is ascribed to the mechanical 
action of the fork on the vocal cord, although the author 
admits the possiblilty of psychical influence and of an 
immediate effect of vibrations on the cerebral centers. 
Morgenthau. 
, Pachydermia Laryngis; Report of Two Cases. 

114. Marvin, A. H.,( Cleveland Medical Gazette, March, 
1897.) - In the first case, a newsboy of 14 years, the 
vocal cords were greyish white in color and greatly thick- 
ened in their posterior two-thirds, where, on each side, 
there was a white irregular swelling. In the inter-arytenoid 
fold was a growth the size of a pea, white, sessile and 
hard tothe touch. The patient breathed with rough, noisy 
respiration and had frequent attacks of dyspnea. The 
inter-arytenoid growth was removed by means of a Krause 
cutting curette. On section, it presented the character- 
istic features of pachydermia laryngis. 

The second was a similar case, the patient, however, 
disappearing before the treatment was completed. 

Scheppegrell. 


Three Interesting Cases of Foreign Bodies in the Air 
Passsages. 


115. MEyJEs, H. P., (Journal of Laryngology, Otology and 
Rhinology, December, 1897.) 

1. While eating the patient had put a needle into her 
mouth, which, by the motion she made when swallowing, 
entered and fixed itself in the larynx. The needle was 
observed occupying an exactly sagittal position, between 
the anterior commissure and the arytenoid cartilages. By 
means of a strongly curved long forceps with oblique ac- 
tion, the corpus alienum was extracted in toto. 

2. A man, aged 35, got a fishbone in his throat which 
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could not be discovered. A week later an abscess almost 
as large as a hen’s egg formed almost over the opening of 
the larynx. This was split up and down over the whole 
length (4cm). This was followed by recovery. 

3. A lady, aged 45, while eating chicken soup, gota 
bone in her throat. After three days of fever, difficulty 
of swallowing, pain in the right upper arm, she consulted 
the writer who removed the little piece of chicken bone 
(2.5 em) which had fastened itself in the tissue near the 
right lateral glosso-epiglottic ligament. Loeb. 
Unilateral Laryngoplegia From a Traumatic Lesion of the 

Spinal Cord. 

116. MouintE, ( Rev. hebd. de Laryngol., d’Otol.. et de 
Rhinol, Oct. 2, 1897). A case of Foubin is first reported. A 
man fell on a fence post, a point of which entered the 
soft parts in front of the mastoid process. The symptoms 
were change of the voice and difficulty in swallowing. 
The author’s case is still more problematic. A man in at- 
tempted suicide, cut his throat. He recovered and after- 
wards suffered from one-sided paralysis of the soft plate 
and larynx. Holinge r. 
The Stone of a Prune in the Left Bronchus Thrown Out 

Without Tracheotomy After Intra-Tracheal Injection of 

Cold Water. 

117. Peyrissac, ( Rev. hebd.de Laryngol., d’ Otol. et d 
Rhinol, January 1, 1898). A farmer boy, of 18, had, like 
many of his kind, the bad habit of taking in his mouth a 
dried prune before going to sleep. On waking up he as- 
pirated the stone into the trachea. Dyspnea and pain in 
the chest set in, he tried to call for help and could not 
do it. Toward evening a physician was called in, 
who heard the stone rattle in the bronchus, but could not 
get itout. For twelve days during which time the patient 
got worse, he refused to call for help from the city. When 
he finally came into the hands of the author he was 
breathing heavily and his voice was hoarse. The doctor 
induced the patient to inhale deeply and slowly, and ex- 
hale quickly. Then he injected through the mouth first 1 
ec., afterward 4 cc. of cold water intothe trachea which 
produced heavy coughing and brought up the stone. The 
author then mentions that most foreign bodies are found 
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in the left bronchus, its chance compared with the right is 
as 5 to 2. He describes several cases where foreign bodies 
stayed in the trachea for a long time, several months to 
several years. The idea of injecting cold water into the 
trachea for the above indication, the author claims is 
original with him. Holinger. 

New Researches About the Functions of the Larynx in 

Forming the Loud Consonants. 

118. ROSAPELLY, (Arch. internat. de Laryng., a’ Otol. di 
Rhinol., September and October, 1897.) In a former 
paper the author from the vibration of the larynx, has 
proved that the loud consonants are similar to the vowels 
and less to the mute consonants. Against this was the 
objection that this same fact occurs in whisper. The 
author therefore made new experiments which led to the 
following conclusions: 

1. In loud speech the larynx does not only vibrate in 
producing the loud consonants (consonnes sonores), but 
vibrates differently at different heights of the sound scale, 
as with the vowels. The larynx keeps the same position 
during the formation of the loud consonants as during that 
of the vowels. It changes for the low consonants. 

2. In whispering instead of vibrations of the larynx 
there is another noise from the larynx, but as in loud 
speech this noise of the loud consonants is more like that 
of the vowels than that of the low consonants. 

3. There is finally a third, exceptional type of pronunc- 
iation, in which the glottis always keeps the same posi- 
tion, and every differance disappears. The author calls 
this respatory voice. Holinger. 
On the Radical Operation for Malignant Nepolasms of the 

Larynx with Special Reference to Tnyrectomy. 

119. SEMoN, FELIX Sir., London, (:lreh. f. Lar. VI, 3. 
Ther. Monatsh.) (This most exhaustive review of the pres- 
ent status of the question cannot be fairly treated in a 
necessarily brief abstract. We must refer to the original 
which must surely appear in full in some English journal.) 

The unfavorable results obtained by older surgeons in 
these affections have become markedly better with greater 


progress in early diagnosis. Sir Semon considers as im- 
portant early symptoms of laryngeal cancer early motor 
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disturbances in the larynx, site of the tumor on the vocal 
cords, congestion in the vicinity. Developments in diag- 
nosis were soon followed by improvements in technique. 
Among these is cocainizing the real field of operation 
twice with 20 per cent. solution after splitting the larynx, 
to stop the coughing and parenchymatous bleeding, which 
obstructs the view. Improvements due to Butlin are re- 
moving the tampon-canula immediately after the opera- 
tion without introduction of any canula later on, dispens- 
ing with the strips of iodoform gauze in after-treatment, 
and uniting at once the plates of the thyroid cartilage and 
the lower part of the external wound. After describing 
accurately the technique of thyrectomy and of partial ex- 
tirpation of the larynx, the author's results are report: 
Of thirteen cases, three ended fatally; there was reco, 

in nine without recurrence of the disease during a sur 
ance extending from 1 to 6 3/4 years; the result in 1 
uncertain. The author thinks, of the the other operati 
measures for the removal of malignant laryngeal ne 
lasms, the intra-laryngeal method and sub-thyroid pha 
gotomy indicated in but rare cases. Complete extirpati 
of the larynx should be performed, 1, in those casi 
intrinsic laryngeal cancer in which the diagnosis has | 
made too late. 2, in extrinsic laryngeal cancer sp 


ing from the posterior aspect of the cricoid cartilage. The 


life of those operated upon is sad, indeed, but if the di- 
sease is recognized ear/y and operated upon by external 
methods, the prognosis is just as good, if not better, than 
in malignant neoplasms in any other region of the body. 


Morge pthar ? 


Report of Forty Cases of Intubation. 


120, STEVENS, CHAS. B., Worcester. ( Boston Med. and 
Surg. Journal, September 16, 1897.) The following table 
exhibits the record of intubation in diphtheria, staphylo- 
cocci, streptococci and measles: 

In regard to the value of intubation, probably the major- 
ity of cases of laryngeal diphtheria recover without oper- 
ation. The author has had fifteen cases of laryngeal 
diphtheria during the past year, which recovered without 
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operation. In seven of these the dyspnea was quite 
marked, but as long as they were able to sleep and did 





Anti- Termi- 


Date. ‘ Age. Tube worn. Intubated. Pigg i Pins sarang 





Measles. 
Nov. 1896, F. G. 2 years. 3 times. None. Recovery. 
Feb. 1897. G. A. _ : ee be vis 
a “ > 


Dec. 1896. I. B. 65 


Measles and Diphtheria. 
Feb. 1897. J.M. 2 years. 2 hours. Once. None. Death. 


Staphylococci. 
Jan. 1897. Cc. M. 2 years. 11 days. 3 times. Yes. Recovery. 
| 


4 years. 14 hours. Once. ves. Death. 
fo 7 rr : ry} 

1 

bf 


Streptococci. 


Jan. 1896. A. B. 
Jan. 1897. M. 8S. 
Jan. 1897. J. G. 
Dec. 1896. .. < 


1 
5 7 Twice. | 

24 days. Once. a Recovery. 
4 .n a as 4 


1 
Jan. 1897. G. P. a: ™ 2h 


Scarlet Fever and Streptococci 
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not become exhausted, they were not disturbed. On the 
other hand, in six other cases in which delay was advised, 
operation became necessary later, and all recovered. 
Operation is never useless if stenosis of the larynx is pres- 
ent. Scheppegrell. 


Congenital Laryngeal Obstruction. 


121. SUTHERLAND AND LACK, London. (The Lancet, 
September 11, 1897.) This affection is described as a 
form of persistent laryngeal obstruction commencing at or 
soon after birth,and accompanied by a peculiar stridor. 
It has been described under various names, such as 
stridor, laryngeal spasms, etc. 

Dr. Thomson states that inspiration begins with a 
croaking noise, and ends in a high-pitch note; expiration 
is accompanied by a short croak, and the stridor is loud, 
but at times noiseless There are many varieties of this 
form. Cyanosis may be entirely absent. In the cases ex- 
amined, there was no enlargement of the faucial or 
pharyngeal tonsils. The larynx showed’ the following 
characteristic appearance: 

The epiglottis was shortly folded on itself, the two lat- 
eral folds being in close apposition, and in some cases in 
contact. The aryteno-epiglottic folds were approximate 
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and thus the upper aperture of the larynx reduced to a 
long slit. The thin folds bounding this aperture seemed 
quite flaccid and flapped to and fro on respiration. This 
inspiratory column of air striking down on these folds 
drove them together, and on expiration, they again sep- 
arated. In some cases, the ‘‘purring’’ ones, the coarse 
vibrations of these folds could be distinctly seen. In only 
a few of the cases could a view of the vocal cords be ob- 
tained. They appeared quite wide and normal, as the 
symptoms would have led one to expect. 

This condition usually persists for eight or nine months, 
and then gradually diminishes. Treatment should be on 
general principles; cod liver oil and malt, careful diet, 
and attention to general hygiene, represent the chief 
measures to be employed. The possibility of tracheotomy 
should not be overlooked. Scheppegrell. 


Some Critical and Desultory Remarks on Recent Laryngo- 
logic and Rhinologic Literature. 


122. WRIGHT, , Brooklyn. ( New York Medical Jour- 
nal, July 3, 1897.) An interesting review on the recent 
literature of this subject. The author criticises adversely 
the method of Vedova and Belfanti of using diphtheritic 
serum in cases of ozena. 

In reviewing an article of Aronsohn on the question of 
primary tuberculosis of the larynx, he states that there are 
few who deny the possibility of its occurrence. He also 
refers to Massei’s skepticism as to the efficacy of local 
surgical treatment in laryngeal tuberculosis. In criticis- 
ing an article by Paul Manasse ( Virchow’s Archiv Bd 
CXIVII., Hft. 1), he calls attention to a case in his own 
practice, in which there was a diagnosis of malignant dis- 
ease of the tongue, and a piece excised for microscopic 
examination which contained a large number of giant 
cells. The microscopic examination was tuberculosis. The 
clinical history, however, was practically that of syphilis, 
and the consequent treatment proved this to be the case. 

Sche ppegre Ul. 
Effects of Drugs on the Tracheal Membrane. 


123. X. ( Medical Times and Hospital Gazette, June, 
1897:) Alkalies and potassium iodide increase secretion. 
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Emetine markedly increases secretion. Saponin in small 
doses does not increase secretion; in large doses, it dimin- 
ishes it. Cold, when applied to abdomen, increases secre- 
tion, and heat, when applied to abdomen, diminishés it. 
Sche ppegre /], 
Emergency Tracheotomy. 

124, X. ( Medical R ecord,September 15, 1897.) Waste 
no time in giving an anesthetic. In diphtheria, there is 
already a blunting of the sensibilities. In cyanosis and 
coldness of the skin, the sensitiveness to pain is greatly 
diminished. In burns of the larynx and pharynx, be 
ready to operate at the first evidence of sudden grave 
dyspnea. Scheppeqrell. 


V.—DIPHTHERIA. 


Antitoxin in Membranous Croup. 

125. BARNuUM, R. E. L., Richland, Ga. ( Atlanta Med- 
ical and Surgical Journal, October, 1897.) A negro girl, 
3 years of age, suffered from a severe attack of ‘‘mem- 
branous croup.’’. As the usual remedies were without 
avail, 1,000 units of antitoxin serum were injected and re- 
peated several times. The dyspnea was so great that a 
fatal issue was expected. Improvement resulted, which 
was followed by recovery of the patient. The author be- 
lieves that the general character of the disease was suffi- 
cient to distinguish it from diphtheria. 

[The symptoms detailed by the author are not sufficient 
to distinguish this case from diphtheria, and the favorable 
result of the antitoxin, which is specific and acts only in 


diphtheritic cases, would corroborate a diagnosis of true 
diphtheria. The importance of intubation in marked dys- 
pnea appears to have been overlooked in this case.— 
Scheppegrell. | Scheppe gre //. 


The Antiseptic Versus the Antitoxin Treatment in 
Diphtheria. 

126. BRAYMER, O. W. (Jour. Aimer. Med. Asso’n, No- 
vember 27, 1897.) The injection of antitoxin in those 
suffering from the slightest sore throat is not without dan- 
ger. Diphtheria is primarily a local disease; why not, 
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therefore, treat it with local antiseptics? Antitoxin is sup- 
posed to counteract the effect of: the absorbed toxin of this 
disease. Is it not preferable to destroy the bacillus before 
it has effected the work which permits of general absorp- 
tion? Local antiseptic treatment, properly applied by a 
skilled hand, in addition to internal supporting measures, 
is as effective a treatment for this disease as can be found. 
Sch: ppegre /7. 
Diphtheria Treated with Serum. 

127. CLUBBE, CHARLES P. ( British Medical Journal, 
October 23, 1897.) A reliable antitoxin must be used. It 
must be given in sufficient quantity, and should be admin- 
istered early in the disease. Following these conditions, 
we may confidently expect favorable results. It lessens 
the mortality, however, when administered at almost any 
period of the disease. 

In about 20 per cent. of laryngeal cases, even wher 
there was dyspnea, it obviated the necessity for tracheo- 
tomy, the membrane disappearing from the throat on or 
about the third day. No ill effects were experienced in 
any of these cases, even after the injection of very larg 
quantities (6,000 units being occasionally used). 

Scheppegrell 

Successful Treatment of Diphtheria as Compared with 

Antitoxin. 

128. CouGHLiIn, J. H. (Journal American Medical Asso- 
ciation, November 27, 1897.) The author has used anti- 
toxin in only one case, and this was followed by sever 
vomiting, which continued for twelve hours in spite of 
treatment. He has had excellent results from local and 
constitutional treatment. Scheppegqrell, 


Recurrent Diphtheria. 


129. DRAKE, E. L. (Jour. Amer. Med. Assoe’n, No- 
vember 20, 1897.) The case is reported as proving that 
the protective value of antitoxin is only of short duration, 
and there is danger in placing patients convalescent from 
diphtheria in close contact with new cases of this disease. 

The patient, a girl of 6 years, suffered from laryngeal 


diphtheria, which necessitated intubation. The usual dose 
of antitoxin was administered. Three days later the child 
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developed a well marked attack of scarlatina. After three 
weeks’ illness the child was sent home, and twenty days 
afterward again developed a well marked case of diphthe- 
ria. On the seventeenth day of her second attack she was 
again convalescent, but a week later she developed a third 
distinct type of diphtheria. A week afterward she recov- 
ered from this and was discharged. Scheppegrell. 


The Treatment of Laryngeal Diphtheria by Antitoxin and 
Intubation. 


130. ELTERICH, T. J. ( Pennsylvania Medical Journal, 
September, 1897.) A clinical report of sixteen cases of 
laryngeal diphtheria, in ten of which antitoxin was used, 
and thirteen cases intubated. Twelve cases recovered, 
and of the fatal cases, in one there was cardiac paralysis 
and bronchial pneumonia (not intubated), in two pneu- 
monia, and in one sepsis. Scheppegrell. 


Favorable Results in Obstruction of the Trachea by Diphthe- 
rial Membrane From the Introduction of Creosoted 
Oil Through the Tracheotomy Tube. 

131. Ewart, E., AND HUBERT, W. A. ( British Medical 
Journal, November 27, 1897.) An interesting history of 
the recovery of a patient in a desperate condition by this 
procedure. Scheppegrell. 
On the Conveyance of Diphtheritic Infection by Apparently 

Healthy Individuals. 

132. FOULERTON AND WILLIAMS. ( The Lancet, October 
23, 1897.) The history of a case is given, in which the 
conveyance of diphtheritic infection, which resulted in a 
serious outbreak, was due to an apparently healthy indi- 
vidual. Asa result of their experience, they advised that, 
after the schools have been closed temporarily because of 
an outbreak of diphtheria, no scholar should be readmitted 
unless a bacteriologic examination of the throat has first 
been made, whether there be a previous history of diph- 
theria or not. Scheppegrell. 

The Therapeutics of Diphtheria, with Special Reference 

to Antitoxin. 

133. Gray, W. W. (Journal American Medical Asso- 
ciation, November 27, 1897.) Without depreciating the 
effects of local and constitutional treatment, the author is 
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a strong advocate of the benefits of the antitoxin treat- 
ment. Scheppegrell. 


Excision of the Tonsils for Hypertrophy with Recurring 
Tonsillitis. 


134. LARNED, E. R. (Journal American Medical Asso- 
ciation, December 18, 1897.) The author describes a mod- 
ification of Ingal’s or Bosworth’s cold wire snare, with a 
description of its technique. The instrument has com- 
paratively few parts, and may be thoroughly sterilized by 
boiling. Scheppegrell. 


Antitoxin and the Treatment of Diphtheria. 

135. McCottum. (Journal Boston Society of Medical 
Science, January, 1897.) Antitoxin is a germicidal agent 
of very great value in the treatment of diphtheria. The 
healing serum does not cause albuminuria. Its use does 
not predispose to paralysis. In laryngeal cases of diph- 
theria, the benefit derived from its use is as great, if not 
greater, than in the non-laryngeal cases. The statement 
that has been made that antitoxin statistics, because based 
on mild attacks of the disease, are unreliable, is incorrect. 

Scheppegrell. 

The Treatment of Forty-Three Cases of Diphtheria With 

Antitoxin. 

136. PAYNE, IRA, Linden, Ia. ( Wedical News, October 
9, 1897.) Of forty-three cases treated, forty-two of which 
recovered, five were of well defined diphtheritic croup, 
which would probably have proved fatal under ordinary 
treatment. Most physicians use too small a dose for the 
initial injection. In malignant cases, 2,000 to 4,000 units 
may be given as the initial dose, and repeated every fif- 
teen hours if the symptoms indicate it. In antitoxin prop- 
erly prepared and rightly handled, we have as near a spe- 
cific for the treatment of diphtheria as we have in quinine 
for malaria. Scheppegrell. 

Diphtheria. 

137. RANKIN, E. C. ( Western Medical Review, October 
15, 1897.) Powders of calomel (1 gr. for each year of the 
child’s age, every two hours with sugar of milk is given 
until copious dark green discharges are passed. Equal 
parts of sozo-iodolate of sodium and sulphur precipitate is 
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applied locally by means of a powder-blower every few 
hours. Good effects are claimed for this treatment. 
Scheppeqrell. 
Diphtheria Antitoxin, With Report of Cases. 

138. Stack, HENRY R. ( Aflanta Medical and Suraical 
Journal, November, 1897.) From his experience with anti- 
toxin diphtheria, and from the published statistics, Dr. 
Slack unhesitatingly recommends its use, not only in the 
treatment, but also as a preventive of diphtheria. He ad- 
vises that the injection (1,000 to 2,000 units), be made as 
early as possible on a clinical diagnosis, as the loss in- 
curred in waiting on a bacteriologic examination may 
cause a life to be sacrificed. Scheppegrell. 


The Present Mortality Rate in Diphtheria. 

139. SNIVELY, I. N., Philadelphia. (Journal American 
Medical Association, December 18,1897.) The use of an- 
titoxin in diphtheria has already astonished us by its re- 
markable results. The further increase in the rate of re- 
covery will depend upon: 

1. The production and use of only concentrated anti- 


toxin. 

2. The elimination from our market of all serums of va- 
riable, weak and uncertain quality, no serum of less than 
200 units per cubic centimeter being accepted. 

3. The general employment of approved serum, accord- 
ing to the best teaching of the profession. 

4. By treating each case of the disease as speedily as 
possible, aiming to neutralize the absorbed toxins and 
arrest the disease. 

5. By treating the constitution and the disease in the 
same way, namely, by meeting specific indications. 

6. By guarding against fear and other undue exertions, 
psychic and psychical, on the part of the patient. 

7. By endeavoring, as a physician, to maintain a relia- 
ble mental equipoise. Scheppegrell. 

Personal Observations and Experience With Diptheria 

Antitoxin Serum. 

140. SNIVELY, I. N., Philadelphia. (Journal American 
Medical Association, September 1897.) The author is en- 
thusiastic in his faith regarding the value of antitoxin in 
diphtheria. In his first twenty cases he used other treat- 
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ment in connection with the serum, but now relies entirely 
upon this remedy. Sche ppeqgre /7. 
Antitoxin as a Prophylactic. 

141. TwomBLy, E. L. ( Boston Medical and Surgical 
Journal, December 23, 1897.) Twenty-one children and a 
nurse, who had been exposed to diphtheritic infection, had 
complete immunity from this disease after a prophylactic 
injection. Attention is called to the small dose (one-third 
to one-half the regular dose), that seemed to give immu- 
nity to the children; also, to the greater susceptibility to 
diphtheritic infection after or during measles. 

Schepp qv //, 
The Prophylactic Utility of Diphtheria Antitoxin. 

142. X.¢ British Medical Journal: Medical Record. No- 
vember 6, 1897.) In an epidemic of diphtheria in the town 
of Baracella, the usual prophylactic measures, such as is- 
olation, disinfection, closing of the schools, ete., failed to 
bring the outbreak to an end. Preventive inoculation on 
a large scale was then resorted to, four-fifths of the child- 
ren of the poor between 1 to 12 years of age receiving the 
treatment. Hereupon new cases at once failed to appear 
among the inoculated children, although the disease con- 
tinued to develop with the previous frequency among those 
not subjected to the prophylactic treatment. 

Scheppegrell. 


VI.—MISCELLANEOUS; THYROID GLAND, EOSOPHAGUS, ETC. 
The Eanuchian Voice and Its Treatment. 

143. ANDRE, BonnEs, ( Jer. hebd. de Lar. d’ Otol., et de 
Rthin., November 13, 1897.) The author was himself af- 
fected with this annoying trouble. He gives an analysis 
and treatment of Prof. Garel, which proved very satisfac- 
tory in his and other cases. The family of the author was 
very musical, and at the time of the change of voice he 


used falsetto voice, in order to get certain high pitch. 
Later on he became hoarse and aphonic after brief conver- 
sation. There is no anatomical difference to be found in 
these larynxes. In pronouncing a vowel, however, the 
vocal cords of the normal leave an elliptic opening, while 
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in the eunuchian voice there is a V shaped opening. He 
gives a number of theories for this fact. He calls it a 
simple habit, which is proved by the quick and complete 
cure. In order to overcome this ridiculous and for the 
voice deleterious habit, he recommends first, to arouse in 
the patient the ardent wish to get cured. Then undercon- 
trol of the physician the patient should pronounce in a 
deep voice vowels, then syllables and finally words. At 
last he has to read, but always under control. His pa- 
tients or friends should notify him the moment he uses 
falsetto voice. The vocal cords get pale and the voice be- 
comes more steady in the new position. While before 
actite laryngitis was very frequent. Afterward the voice 
will meet all requirements. Nineteen observations confirm 
the author’s statements. Holinger. 


Adminstration of an Anaesthetic Through a Tracheal Wound. 


144. ANNENDALE, THOS. Ediburg, ( The Lancet,, Novem- 
ber 6, 1897.) The author describes a tracheotomy tube, 
over the outer opening of which a cap is fitted, an indian- 


rubber tube being connected with the latter by means of 
which the anaesthetic is administered. An ordinary glass 
tumbler is used, a small piece of absorbent wool being 
placed at the bottom of the glass, upon which the chloro- 
form or ether is sprinkled. Scheppegrell. 


A Contribution to the Treatment of Whooping-Cough. 

145. Bicc, ARTHUR H., Detroit, Mich., ( The Physician 
and Surgeon, August, 1897.) The association of excessive 
mucous discharge with the spasmodic stage of pertussis, 
taken in connection with the prompt relief of the cough 
that follows its expulsion, suggests causal relation to the 
intense reflex excitation which is characteristic of the 
paroxysms. Its manner of offending is probably by its 
irritating contact with the nerve endings in the mucosa. 
Hence the temporary efficacy of the emetics, ipecac and 
alum, in causing its forcible ejection from the body. 

Biniodide of mercury, by its specific, liquefying action 
upon the glandular secretions, exerts an antidotal influ- 
ence upon the disease, and thus directly lessens reflex ex- 
citability. Its potent germicidal property also renders it 
fully equal to any possible indication in that direction. 
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The use of biniodide of mercury in small doses (1/200 
gr. in saccharine triturate every two hours) is a whole- 
some stimulant for the emunctories, and its beneficent 
action upon the blood itself renders it a direct promotor of 
somatic nutrition, and the ease with which it can be ad- 
ministered makes it an ideal remedy in this disease. 

Sche ppegre //, 

Hay Fever and Coryza.—Their Relations and Treatment. 

146. Bisuop, S. S.., ( Laryngoscop« , December, 1897.) Re- 
ference is made to the writer’s well known work in showing 
the relation between uric acid and hay fever. Having 
found that lithia wasof great service in the relief and 
absorption of coryza, the question naturally arose: What 
has uric acid to do with causing coryza? This is answered 
as follows: 

Uric acid is readily solvent in the alkaline blood, and is 
largly eliminated by the secretion of the skin. Chilling 
the skin produces cold in the head, or coryza. The chill- 
ing arrests the secretion of the skin and checks the elimi- 
nation of uric acid from this surface, besides dimin- 
ishing the circulation of blood in the capillaries of the 
skin, and by thus disturbing the normal balance of circu- 
lation, it throws an excess of blood into the already weak- 
ened blood vessels of the predisposed organ—in this case, 
the nose. Moreover, in fever the blood becomes of an 
acid reaction, but cold renders it alkaline, in which state 
it readily takes up the excess of uric acid stored in the 
more alkaline tissues and becomes rich in this irritant of 
the vessels. 

Hence the relation of hay fever to coryza becomes ap- 
parent. The initial stage of the latter is correlative to 
the former, and the remedies for one are successfully ap- 
plicable to the other. Reduce the alkalinity of the blood, 
excite free secretion of the skin to eliminate the excess of 
uric acid, restore the balance of circulation and nature will 
do the rest. Remedies that quickly rid the blood of the 
excess of uric acid, likelithia, produce prompt results. The 
physiological action of the coryza tablets referred to is too 
apparently applicable to require further elucidation. 

It hardly seems necessary to add that a vegetable diet, 
abstinence from meats, sweets, wines and beer, appropriate 

10 





146 ABSTRACTS FROM OTOLOGICAL AND 


exercise, and the removal of any peripheral causes or ir- 
ritation are necessary factors in the treatment. Loeb. 


Foreign Body in the Alimentary Canal. 

147. Brown, W. H., ( Medical Chronicle, May, 1897.) 
A patient of 67 years swallowed a dental plate with four 
incisor teeth. There were no metal hooks, but at each 
end was a hard rubber fork which fitted the first molar. 
A potato diet was recommended and within 72 hours the 
plate was voided. Nearly twenty-one pounds of potatoes 
had been consumed, Scheppeqrell. 

A Construction to the Symptomatology of Hay Fever. 

148. Capp, WILLIAM M., Philadelphia, ( Wedical News, 
October 23, 1897.) After referring to the symptomatology 
of this affection in general, he calls attention to the influ- 
ence of hay fever on the muscle of accommodation of the 
eye, observed in the case of the writer himself. 

Scheppegrell. 
Report of a Case of Cyanosis from Elongated Uvula. 

149. Carstairs, J. L., Glasgow, ( British Medical Jour- 
nal, November, 20, 1897.) When the patient appeared to 
be passing under the anaesthetic, there was sudden stop- 
page of respiration with rapid development of cyanosis. 
An attempt to relieve this condition proved unsuccessful 
untila remarkable elongated uvula was held aside by means 
of an artery forceps. Scheppegrell. 

Catarrhal Sore Throat in General Practice. 

150. CARTER, G. N., ( Medical News, August 28, 1897.) 
A general review of the symptomatology and treatment of 
this condition. 

A Case of Vicarious Menstruation From the Lungs. 

151. CHADBOURNE, T. L., (Journ. Amer. Med. Ass’n., 
January 22, 1898.) The bleeding from the lungs has 
usually occurred at the time of thecatamenia, The points 
of interest in the case reported are as follows: The pa- 
tient had had periodic hemorrhage from the lungs for a 
long time, at least nine times within a period of fifteen 
months, without having up to the present date any de- 
monstrable signs of lung disease. 

In view of the fact that so many such cases are laterseen 
to be tuberculous, the prognosis was guarded, the more soon 
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account of a number of enlarged glands in the neck. The 
fact that the patient has to all appearence recovered does 
not make it impossible that she may still have a healed 
tuberculous lesion in her lungs. Scheppegrell. 


Exophthalimic Coitre. 


152. Cops, G.H. (New York Medical Journal, July 
3, 1397.) A careful review of the history, physiology, 
pathology, anatomy, complications, diagnosis and treat- 
ment of this disease. Scheppr qre 11, 

Abnormal Respiration in Infants from Obstruction in the 

Upper Air Passages 

153. CoNCANON, JAS. J. (Journ. Aimer. Med. Ass’ i., 
December 18, 1897.) In referring to the important sub- 
ject of dyspnea in children under 3 years of age, the 
author emphasizes the following points: The importance 
of laryngology in pediatrics; the facility with which the 
larynx may be examined, even in infants; the necessity of 
ascertaining the condition of the upper air passages in 
children, and for the removal of obstructive adenoid 
growths; the many cayses of nasal and laryngeal dys- 
pnea in infants, amongst which drawing in of the nasal 
alae, sprue, inhaled irritants and foreign bodies are often 
overlooked; the frequency (?) of retro-pharyngeal ab- 
scesses, necessitating digital exploration of the pharynx; 
that the bacillus of Loeffler is often the cause of laryngeal 
stenosis in acute diseases, and demands prompt use of 
antitoxin; that these helpless little beings, who cannot, 
often will not, give a history, should receive the benefit of 
all modern methods in diagnosis, that they may enjoy 
normal respiration. Schep pegrell. 

Holocain in Otology and Laryngology 


154. CooseMAns, E. ( Lev. hebd. de Laryng., d’ Otol. et 
de Rhinol., December 11, 1897.) Holocain is a chlorhy- 
drate of diathoxyaetheyldiphenylamidine, a near rel- 
ative to phenacetine. The author gives all its physical, 
pharmaceutical and chemical properties. It is a local an- 
esthetic, and asolution of 0.5 to 0.87 per cent. is usually 
sufficient, but 1 per cent. is better. One to two drops are 
used to produce anesthesia in the eye; after forty seconds, 
the instilllation is repeated. There is no disagreeable 
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sensation connected with the use of this drug. The insen- 
sitiveness lasts from eight to ten minutes. It disappears 
slowly, and symptoms of intoxication were never observed. 
There is no influence on accommodation. In the ear, it 
may oe used for little operations on the external and 
middle ear, and to make catheterization less disagreeable 
to the patient. The author opened furuncles of the exter- 
nal meatus, and made paracentesis of the membrane with 
anesthesia produced by holociiin, without pain to the pa- 
tient. If this solution of 1 per cent. instilled twice within 
three minutes does all the author promises, a great step 
forward is made in ear surgery. The disagreeable sensa- 
tions in the pharynx after use of cocain are equally ab- 
sent. It is also advocated in dentistry, because it is al- 
most tasteless. The solutions keep and are antiseptie. 
Holinger. 
Streptococcic Infection and Marmorek’s Serum. 


155. Cox, GEO. W., Chicago. (Jour. Amer. Med. Ass’n., 
September 11, 1897.) In Marmorek’s serum, we have a 
remedy of the greatest therapeutic value. So far as is 


known, it is only applicable to streptococcus infection, 
simple or mixed, hence, it naturally follows that an early 
bacteriologic examination should be made in order to set- 
tle the question of diagnosis and point the treatment Its 
action upon the microbe is rapid and certain, if given in 
adequate doses. Scheppegrell 
Removal of a Sarcomatous Thyroid Gland Without 
Anesthesia. 

156. Davis, G. G., Philadelphia. ( Medical and Surg- 
ical Reporter, May 22, 1897.) An examination showed a 
tumor the size of an orange, round and tense, situated on 
the anterior portion of the neck. It moved somewhat on 
swallowing, but was evidently attached to the surround- 
ing tissues, thus preventing free motion. There was diffi- 
culty in breathing and in swallowing. 

With a view of relieving the breathing, it was decided to 
remove such portion of the growth as would liberate the 
imprisoned trachea. On beginning the administration of 
ether, however, the breathing became more labored, which 
continued to grow worse in spite of the cessation of the 
anesthesia. The dyspnea became so urgent, that incis- 
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ions were made rapidly, and the whole growth loosened 
from its attachment. This relieved the compressed 
trachea, and the patient began breathing again. 

Three weeks afterward, a recurrent growth at the side 
of the drainage-tube opening, was removed under chloro- 
form. <A week later, the growth reappeared, and on the 
ninth day dyspnea again developed, the patient dying 
within a few minutes. A microscopic examination showed 
a spindle-celled sareoma, with a comparatively small num- 
ber of round cells. 

In the discussion of this article before the Philadelphia 
Co. Medical Society, April 28, 1897, Dr. Price called at- 
tention to the danger of performing in the office, oper- 
ations requiring anesthesia. The same point was empha- 
sized by Dr. Woodbury. The latter stated that Dr. J. 
Solis-Cohen had called attention to liability of incarce- 
ration of the epiglottis in the the throat by the constrictor 
pharyngei muscles. 

Dr. S. Solis-Cohen stated that Dr. J. Solis-Cohen lays 
great stress on the necessity of operating under these con- 
ditions without a general anesthetic, unless it be abso- 
lutely imperative. He quotes a case in which the trachea 
was opened for a malignant tumor of the thyroid, which 
was followed by a great gush of blood, this almost suffo- 
cating the patient. Had the patient not been conscious, 
he could not have been raised, and by efforts of coughing 
assisted in getting the blood out of the trachea. 

In conclusion, Dr. Davis stated that he preferred oper- 
ating on the air passages without the use of a general an- 
esthetic, but in some cases it is but just to the patient to 


employ it. Scheppegrell. 


The Operative Treatment of Occlusion of the Jaws. 


157. EwinG, E. J. (Jour. of Amer. Med. Ass’ir., Sep- 
tember 18, 1897.) The author gives a careful analysis of 
the various operative measures in the treatment of jaw- 
closure, the article being fully illustrated. He gives the 
following conclusions: 

1. Jaw-closure, due to the presence of cicatricial tissue 
in-the buccal spaces can be most efficiently relieved by the 
formation of a canal lined by normal membrane, by means 
of a ligature passed behind the cicatricial mass, reunion of 
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the divided tissue and reformation of the nodular tissue 
not occurring after division, when this canal has been 
formed. 

2. Synostosis of the temporo-maxillary articulation 
producing jaw-closure can be best relieved. by the removal 
of both coronoid and condyloid processes with the upper 
portion of the ramus, thus affording ample space for a 
freely movable free joint. The operation should be per- 
formed through the mouth, thus avoiding disfiguring 
cicatrices. Scheppegrell. 

A New Research Into the Muscles of Respiration. 

158. Fick, RupoupH. (The Lancet, November 20, 
1897.) This article gives the results of a careful investi- 
gation of this subject. It was found that when the aux- 
iliary muscles of respiration and the diaphragm were 
paralyzed by severing the nerves in the neck, and the ac- 
tion of the abdominal muscles eliminated by dividing them, 
the respiration continued in a normal hythmic manner. 

These experiments, taken in connection with the geo- 
metrical deductions contained in the first part of this 


article, prove that normal quiet inspiration is the effect of 
the contraction of the external intercostal and inter-car- 
tilaginous muscles, and expiration of the internal inter- 
costal muscles. Scheppegrell. 

Antitosin in thu Treatment of Diseases of the Eye and Ear. 


159. FRANKLIN, W., Chicago. (Jour. Amer. Med. Ass’n. 
January 29, 1898.) Antitosin is the sodium salt of tetra- 
iodophenol-phthalein. It is a dark blue, amorphous 
powder, readily soluble in water and alcohol, odorless, non- 
toxic and non-irritant. It makes a purplish solution in 
water. In addition to its use in ophthalmology, the author 
has found it of value in otitis media purulenta. A 1 or 2 
per cent. solution may be applied without causing pain to 
the patient. Scheppegrell. 

Guaiacol in Chronic Coughs. 

160. GOLDHAMMER, ADOLPH, New York, October 23, 
1897.) Guaiacol has decided value in cases of bron- 
chitis, with or without asthma. Itis of special benefit in 
chronic coughs of children, and it appears to have had 
good effects in pertussis. The author considers it an ex- 
cellent prophylactic against tuberculosis. 





RHINO-LARYNGOLOGICAL LITERATURE. 151 


In acute coughs, guaiacol does not act beneficially, and 
should not be employed. The dose is five drops three 
times daily, this being increased one drop daily, up to fif- 
teen, three times daily. It should be administered in milk, 
or if this is objectionable, in capsules. 


Sele ppegqre i. 


The Feasibility of Controlling Pernicious Vomiting by Means 
of Intubation of the Larynx with a Speciallv Adapted Tube. 

161. GREENE, C. L. ( British Medical Journal, Octo- 
ber 16, 1897.) In cases of pernicious vomiting which can- 
not be controlled by the usual methods, the author advises 
intubation by means of a modified tube, or, that failing, 
tracheotomy. He recommends the latter measure only as 
a dernier ressort where the pernicious and intractable 
character of the vomiting actually threatens the patient’s 
life. The author states that he advises these measures 
only on theoretical considerations, as he has had no clin- 
ical proof of their efficacy. Scheppegrell, 

Clinical Cases. 

162. INGALS, E. FLETCHER. ( The Clinical Review, No- 
vember, 1897.) The first case, a man of 39 years, had an 
irregular shaped ulcer on the dorsum of the tongue, which 
had caused irritation for seven weeks. Another ulcer was 
found on the arytenoid cartilage. A diagnosis of syphilis 
was made. Tuberculosis of the larynx almost always suc- 
ceeds the pulmonary manifestation, and rarely develops 
in so short a period of time. 

In the treatment of the second, goitre, thyroid extract 
was administered, this having given Dr. Ingals good re- 
sults. Two-grain tablets of dessicated thyroid three times 
daily are given, gradually increasing the dose to three or 
four grains. No local treatment is made. 

Another case was one of hoarseness and dyspnea, the 
diagnosis lying between paralysis of the vocal cords and 
ankylosis, the former, however, being accepted. An in- 
tubation tube was inserted and the patient placed upon 
iodides and large doses of strychnia. Scheppegrell. 

Nitrous Oxide Anesthesia 

163. Kemp, G, F., Baltimore. ( British Med. Journal, 
November 20, 1897.) Nitrous oxide is a specific anesthetic, 
not depending on asphyxia for its effects. Asphyxia can 
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be avoided by the admixture of air or oxygen with the 
nitrous oxide. A deep and smooth anesthesia can be ob- 
tained for a sufficient length of time to warrant its further 
trialin major surgery. This gas is many times safer than 
chloroform or ether, and the unpleasant after-effects of 
vomiting, etc., are practically never present, if the ordi- 
nary precautions are observed. Scheppegrell. 


Anti-streptococcic Serum in the Mixed Infection of 
Tuberculosis. 

164. KNnopr, S. K., New York. (Jour. of Amer. Med. 
Ass’n., September 25, 1897.) As a result of his clinical and 
bacteriologic observations, Dr. Knopf states that the ef- 
fects of anti-streptococcic serum are not always uniform. 
With patients whose temperature rose over 102° F. for sev- 
eral days, the results were negative. When, however, 
there was a temperature of only 101° F., or a trifle over, 
with streptococci in the sputum, an injection of 10 cubic 
cm. reduced the temperature from one to one and a half 
degrees, and a second injection of 10 cubic cm. brought it 
down to nearly normal. A third, fourth, fifth and sixth, 
of 5 cubic em, each, given first every twenty-four hours, 
then at longer intervals, helped to maintain the normal or 
nearly normal temperature, and:a general better feeling 
was experienced by the patient. 

The earlier the injections are made the more satisfactory 
the results. It is advised for pulmonary tuberculosis, 
whenever there is a marked infection and when, after a 
short trial, absolute rest, fresh air, and the usual antipy- 
retics have failed. Se/ eppegrell. 

Liebmann’s Method of Treating Stuttering. 

165. LIEBMAN. ( Memorabilien, Nov. 13, 1897; (Journal 
Amer. Med. Ass’n., January 22, 1898.) One hundred se- 
vere cases cured in the brief space of four weeks are re- 
ported by the author. He has the patient repeat sentences 
after him, drawling the vowels, and pronouncing the con- 
sonants sharply, but distinctly, maintaining the conversa- 
tional tone throughout without rhythm, and avoiding the 
singing tone altogether. When the patient finds himself 
thus speaking several sentences fluently at the first sitting, 
the pyschic stimulus is immense. The method can be ap- 
plied to quite small children. Scheppegrell. 
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Hay Fever. 

166. McCassy, J. H., Dayton, O., ( Cincinnati Lancet 
Clinic, September 25, 1897.) Hay fever should be re- 
garded as a constitutional disease with the nasal passages 
as the seat of local lesion. In all diseases of this kind, 
the treatment should be both constitutional and local. The 
author believes that if patients would attend strictly to 
hygiene of bathing and dieting, keep the blood in proper 
condition with the acid tonics or alkaline carbonates, and 
the nasal catarrh and hypertrophy removed by skillful 
cauterization. there would be little occasion for hay fever 
resorts. On account of the tendency of reinfiltration after 
cauterization, he advises that the patient have the nose 
cauterized annually. 

[The extensive and repeated cauterization of the mucous 
membrane in hay fever patients is now usually condemned, 
and the cautery should be applied, if at all, in the most 
conservative manner. Not only is it frequently inef- 
fective, but it endangers the integrity of an organ whose 


importance for the respiratory function is often underesti- 
mated. | Sch ppegre /7. 


Two Hundred Cases of Speech Defects at the Philadelphia 
Polyclinic Hosvital. 

167. MAKUEN, G. H., Philadelphia. ( The ra pe utic Gazette, 
September 15, 1897.) Stammering is a defect of speech 
confined largely to the male sex, only five per cent. of 140 
cases being females. It usually develops during adolesc- 
ence. Heredity is an important factor, and imitation, 
voluntary or involuntary, is a fruitful cause of this trouble. 

Each case demands a treatment especially adapted to 
the condition found. It may be due to the cortical speech 
mechanism, vocal or oral mechanism, or to the nerve 
tracts which unite these mechinisms. Lesions of the nose 
and throat should be carefully sought for. 

The treatment consists in a systematic course of training, 
which should be of such a nature as to thoroughly break up 
certain faulty mental and muscular processes and to substi- 
tute for them certain other natural and physiologic process 
which shall be governed entirely by the intelligent con- 
sciousness. The patient must be taught the exact sounds 
of the language, and the speech muscies must be trained 
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into right action by the frequent repetition of appropriate 
exercise. Scheppegrell. 
Cough and Its Treatment. 

168. Mays, Tuos. J., ( Therapeutic Gazette, June 15, 
1897.) The author describes the various forms of coughs. 
Ear congh (due to excitation of the auricular branch of 
the pneumogastric nerve), laryngeal, bronchial, pleuritic, 
asthmatic, phthisical, aneurismal cough, and cough due to 
pressure on the vagus and to fatigue, the treatment of 
each of which is described. 

The author very properly advises against the adminis- 
tration of opiates or expectorants, relying more upon the 
restorative plan, that is, elevating the functions of the 
body. The following formula for simple cough is advised: 

R Tinct. benzoin comp. - - f3ss 
Fi. ext. euphorbia pilulif - f4ss 
Tinct capsicum - = = f5iii 
Syr.senega - - - = = f3i 
Syr. hydriodic acid, q.s. - fiv 
M.S. One teaspoonful in water every three or 


four hours. Scheppegrell. 


A Case of Exophthalimic Coitre Treated With Thymus Cland. 
169. NAMEACK, CHAS. E. ( New York Medical Journal, 
July 3, 1897.) The author reports a case in which benefit 
was apparently derived from the administration of thymus 
gland. Scheppegrell. 
X-Ray Injuries. 

170. Scott, N. S., ( American X-Ray Journal, August, 
1897.) After referring to the various forms of irritation 
that may result from exposure to the X-rays, the author 
advises that the exposure should be short, not exceeding 
one hour for a distance of ten inches from the terminal, 
and should not be repeated until a sufficient time has 
elapsed to show that no bad effects are liable to be pro- 
duced. Generally speaking, the distance should be as 
great and the time as short as possible for each applica- 
tion. Scheppegrell. 

Harelip. 

171. SEVEREANO, Bucharest. (Proceedings International 

Medical Congress at Moscow, August 19, 1897, Medical 
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Record, September 18, 1897.) The sides of the fissure are 
split into two portions, a mucous and a cutaneous one, each 
part being brought together by a separate set of sutures, 
The loss of substance necessitated by the freshening pro- 
cess in all the other harelip procedures is thus avoided, 
and, as the flaps to be joined together are thinner, a more 
close coaptation is secured which thus lessens the promi- 
nence of the resulting cicatrix Scheppeqrell. 


Biue Pyoktanin in the Treatment of Inoperable Malignant 
Crowths. 


172. Stack, H. R., La Grange, Ga. ( Journ. Am. Med. 
Ass’n., June 26, 1897.) The author uses a large hypoder- 
mic syringe and injects one to two cc. of a two per cent. 
solution. The patient is given the pyoktanin pencil, one 
per cent. solution or two per cent. powder, as the case may 
require, to apply daily. He has seen no untoward effects 
from its use, and believes that pyoktanin is a palliative 
treatment for cancer, which should be given a fair trial. 

Sche ppeqre 7. 


Oesophagotomy and Removal of Dental Plate With Upper 
Central Incisor Tooth. 


173. SnypER, A. A. (.V. Y. Med. Journ. September, 18, 
1897.) A young woman, of 22 years, had swallowed a 
broken dental plate which had become lodged in the eso- 
phagus. The foreign body was located by means of a 
flexible bullet probe. Esophagotomy was performed, and 
the plate with the tooth was successfully removed. The 
patient made a complete recovery. Scheppegqrell. 


Quebracho in Asthma. 

174. SoLis-CoHEN, J. ( Philadelphia Polyclin’c, Octo- 
ber 2, 1897.) The author recommends the fluid extract of 
quebracho in the treatment of asthma, whether of the 
chronic or purely spasmodic variety, the dose being from 
30 minims to a fluid dram repeated hourly or less fre- 
quently according to circumstances. When the stomach 
is irritable, the remedy should be given in a bland vehicle 
or some liquid preparation of pepsin. If relief is not ex- 
perienced within 48 hours, it should be discontinued. 

Scheppe grell, 
The Treatment of Tuberculos's With Tuberculin. 

175. SPENGLER ( Deutsche Med. Woch., No 36.) Dr. 

Spengler, as a result of his experience with this serum, 
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states that in case of mixed infection tuberculin is without 
any favorable action, and that while in cases of unmixed 
tuberculosis of the lungs, little is to be hoped for in severe 
cases, marked and permanent improvement may be antici- 
pated in many cases of moderate severity, and almost 
certainly good results, even to complete cure, in mild 
cases. Scheppegrell. 
External Esophagotomy. 

176. Tappy, E. T., Detroit. ( Physician and Surgeon,Aug. 
1897.) In the first case described, the patient had swal- 
lowed a plate with three artificial teeth, which lodged in 
the esophagus. After an unsuccessful attempt to remove 
it by means of forceps, esophagotomy was then performed. 
In spite of drainage, the patient died of pyemia, this be- 
ing probably due to the retention of pus in the deep wound 
beneath the sterno-cleido-mastoid muscle. 

In the second case, the patient being a little girl, the 
skiagraph showed a round foreign body on a level with the 
third dorsal vertebra. An operation was deferred, in the 
hope that the foreign body would be passed through the 
natural channel. Finally, esophagotomy was performed, 
and the coin removed by meansof the forceps. The pa- 
tient made a successful recovery. Scheppegrell. 

Primary Sarcoma of the Thyroid Cland. 

177. TIFFANY, L. M., AND LANIER, B. B. ( Annals of 
Surgery, October, 1897.) The patient, an unmarried 
female of 33 years, had suffered from disturbance of 
breathing for more than a year. The past three months 
there were violent attacks of dyspnea. A diagnosis of 
thyroid tumor, possibly malignant, was made. The tumor 
was successfully removed, but the patient died ten days 
afterward, cyanosis gradually developing, this being fol- 
lowed by coma. A microscopic section proved it to be a 
spindle-celled sarcoma of the thyroid gland. 

Scheppegrell. 
Thiosinamine—A Further Study of Its Use in the Treatment 
of Keloid, “Inoperable Tumors,”’ and Cicatriciai Condi- 
tions, Including Deafness. 

178. TousEy, SINCLAIR. ( New York Medical Journal, 
November 6, 1897.) Thiosinamine is derived from oil of 
mustard seed. It is crystaline in character, and does not 
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keep well in aqueous solution. It was first experimented 
with in the treatment of tuberculosis, but without success. 
Its use is followed by the softening and relaxation of the 
deforming cicatrices left by lupus. The author, therefore, 
used it experimentally in keloid, and with benefit. 

He recommends a hypodermic solution made by dissolv- 
ing 10 parts of thiosinamine in 100 parts of a sterilized 
mixture of water and glycerin. This solution keeps well, 
and is non-irritating. Twelve to fourteen minims, as a 
full dose, are injected into the muscles, triceps or glutei, 
every three days. The author states that it is free from 
deleterious effects of any kind, but he, however, refers to 
a case in which thiosinamine was used for deforming 
cicatrices of the face and neck, which was followed by 
death from septicemia, in spite of the most strict antisep- 
tic precautions. 

He recommends it for that form of deafness in which the 
tympanic contents are incapacitated for vibratory trans- 
mission by bands of fibrous tissue, and he reports a case 
in which benefit appears to have been obtained from this 
treatment. Sche ppegre //. 

The Use of lodoform in Suppurative Cervical Adenitis, 

Sinuses, Etc., With Report of Six Cases. 

179. WALKER, D. E., New York. ( Medical News, Aug- 
ust 14, 1897.) For suppurative inflammation of the cer- 
vical glands, the author advises the iodoform treatment, 
which has been found successful in bubos, that is, incision 
into the abscess, evacuation of the contents, and after- 
ward syringing out with a 1 to 4,000 bichloride solution, 
and then filling the cavity to slight distension with a 10 
per cent. iodoform ointment. This is repeated every two 
or three days and usually results in a rapid cure. In six 
cases reported this method was successful, and no symp- 
toms of iodoform poison occurred. 

In the cases reported by Wieland( Deutsch. Zeit. f. Chir., 
XLI., 4, 5), however, in which twenty-one cases of tuber- 
cular abscess were treated by this method, four developed 
symptoms of iodoform poison. Scheddegrell. 

A Case of Acute Necrosis of the Alveolar Process of the 
Superior Maxilla in a Baby Two Days After Birth. 

180. Weop, F. C. ( British Medical Journal, October 

30, 1897.) When the child was examined two days after 
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birth, the alveolar process of the left superior maxilla was 
much swollen, which was followed by extensive sloughing. 
When the slough was removed, two pieces of bone were 
extracted. On the twelfth day an erysipelatous eruption 
appeared on the abdomen, which spread rapidly, the child 
dying on the fifteenth day, apparently from sapremia. 
Scheppegrell. 
Etiology of Catarrh of the Upper Air Passages. 

181. X. (Journal American Medécal Association, De- 
cember 18, 1897.) The writer, in a Russian medical jour- 
nal, after referring to the universality of catarrhal affec- 
tions, states that it is largely due to the fact that the mucous 
membranes are not supplied with sufficient moisture to 
keep them in normal activity. 

[That this theory is fallacious is evidenced by the fact 
that in New Orleans, where the atmosphere is usually sur- 
charged with moisture, catarrhal diseases. are almost as 
common as in other countries with a dry atmosphere.— 
Scheppegrell. ] Scheppegrell. 
Formaldehyde Solution in the Treatment of Diseases of the 

Nose. Ear and Larynx. 

182. YatcouTa. (ltevue de Ther., April, 1897.) The 
use of this drug is recommended by Yatcouta. A 5 per 
cent. solution of formalin is placed in a glass carafe and 
the patient instructed to inhale the vapor which rises on 
shaking the vessel. He has had good results in acute 
laryngitis, in coryza, and in catarrh of the eustachian tube, 
the gas being applied in the latter condition by means of 
the eustachian catheter. Scheppegrell. 

Eucain as a Local Anesthetic in Surgery of the Throat, 

Nose and Ear. 

183. YEARSLEY, M., AND HorNE, W. J. British Medical 
Journal, November 27, 1897.) The authors have used 
eucain in the majority of operations in which cocain has 
been applied. Eucain is an efficient substitute in casesin 
which there is an idiosyncrasy for cocain, which precludes 
an operation. In his experience, eucain has given rise to no 
symptoms which are er of the toxis effects of this 
drug. Scheppe grell. 

Eucain Hydrochiorate in Rhino-Laryngology. 

184. ZWILLINGER. (-Journal American Medical Asso- 
ciation, September 4, 1897.) After enumerating the ad- 
vantages of eucain, the author states that there are cer- 
tain unpleasant by-effects which may limit its usefulness 
in the nose and throat. This refers to the burning sensa- 
tion which, even in diluted solutions, occurs at the place 
of application. The hyperemia caused by its use also 
limits its application in nasal operations. Scheppegrell. 





PROCEEDINGS OF THE MISSISSIPPI VALLEY 
MEDICAL ASSOCIATION, LOUISVILLE, 
KY,, OCTOBER 5, 6, 7 AND 8, 1897. 


Condensed Report by W. Scheppegrell, A. M., M. D. 
Medical Record, October 23, 1897. 


The communications and discussions of interest in oto- 
laryngology are as follows: 

The Removal of Adenoids From the Vault of the Pharynx, 
by Dr. L. C. Cline. 

The author states that there is a great diversity of opin- 
ion regarding the use of anesthetics for the removal of 
adenoids. The majority of patients can be operated upon 
with equally good results by the use of cocain. He pre- 
fers the gradual operation to that done at one sitting, for 
the reason that there is less danger of otitis and hemor- 
rhage. When an anesthetic is employed, a mouth gag is 
used. In tuberculous cases, the application of ichthyol is 
very beneficial. Various astringents can be used with ad- 
vantage, but surgery is the only sure relief. 

Surgery of the Air Passages in Children, by J. H. Coulter. 

He considers the subject one of great importance, be- 
cause of the high percentage of deaths from diseases of 
the air passages during childhood, on account of the re- 
spiratory and circulatory functions being exerted to their 
full capacity, and because reflexes in childhood are more 
prominent than in adult life. The parents of today should 
be taught that, with our modern methods, technique, and 
usually favorable prognosis, surgery in children is not the 
nightmare it formerly was. There is no longer any ques- 
tion of the bad effect of nasal obstruction upon adja- 
cent organs. Any of the causes of nasal obstruction in 
children tends to septum deflection in adult life, and if for 
no other reason, the physician is bound to give them pos- 
sible relief. Catarrhal deafness is almost always due to 
nasal obstruction. The entire field of pathologic condi- 
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tions of the nose does not only lie in the post-nasal space, 
nor is there any good reason why occlusion of the anterior 
chambers of the nose should not produce as many reflexes 
as does hypertrophy of Luschka’s tonsil. Foreign bodies 
in the nose and throat were then considered. The after- 
treatment is important and cannot often be left with par- 
ents with any degree of satisfaction. 

Discussion.—Dr. Crile stated that ordinarily, the phy- 
sician should not perform a crico-thyrotomy, unless it is 
necessary. 

Dr. Thomas suggested that many diseases of the air 
passages in children are due to systemic disturbances or to 
reflexes. Judgment to differentiate when to use surgery 
and when therapeutics is absolutely essential. 

Chronically Diseased Tonsils, by Dr. H. W. Whitaker. 

Seriously diseased tonsils are frequently underestimated 
in importance and left untreated, when they are undoubt- 
edly very injurious to general health. In chronic disease 
of the tonsils there may be either hypertrophy, hyperpla- 
sia, or atrophy. Hypertrophy of the tonsil is found in the 
child; hyperplasia in the adult. The causes which induce 
chronic tonsillitis may be predisposing or exciting. Among 
the former, the most important is heredity; among the 
latter, are diphtheria, scarlet fever and the exanthemata. 
The author gives a comprehensive description of the 
symptoms usually present. Prognosis is good, providing 
excision is properly performed. The voice is vastly im- 
proved both in tone and quality after excision of the ton- 
sils, and no deleterious sexual changes or perversion will 
ensue. In the treatment it is necessary to consider the 
hygienic, prophylactic, local, constitutional and surgical 
measures. The details of each is noticed and thorough- 
ness insisted upon, 

Penetrability of Vaporized [edicaments in Air Passages, 
by Dr. H. M. Thomas. 

Do vapors enter the alveoli of the lungs? All observers 
thus far have questioned such a possibility. The greatest 
difficulty has been in the mechanism of the instruments 
for vaporization, in that they have failed to break up the 
oil in sufficiently fine particles for it to enter the alveoli. 
The author relates in detail the results of his experiments, 
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mostly on animals, during the past two years, and gives 
his reasons for believing that under proper conditions the 
medicaments will enter the healthy lung, even to the alve- 
oli. A variety of microscopical slides were exhibited, the 
specimens being taken from the lung of a patient in whom 
nhalation had been practiced shortly before death, which 
plainly showed the oil globules in the alveoli. 


Epistaxis in the [lost Serious Form, with Report of a Case 
Necessitating Ligation of the Common Carotid, by Max 
Thorner. 


The author stated that in using the term epistaxis, ref- 
ence is made to hemorrhages in which blood comes from the 
nose, and not those cases in which it merely passes through 
the nose. In the latter category is included bleeding from 
the pharynx, naso-pharynx, the accessory cavities, larynx, 
lungs, and stomach, as well as in cases of fracture at the 
base of the skull. The author considers serious cases only, 
those in which the ordinary styptics fail to check the hem- 
orrhage. He refers to four cases in which the radical oper- 
ation of tying one or both carotids was practiced, two of 
which proved fatal. He concludes with a report of a case 
in his own practice. It was that of a man who was struck 
with an iron ring across the bridge of the nose and right 
side of the face. Unconsciousness and profuse bleeding 
from the nose followed. The patient was removed at once 
to the hospital and the nose plugged. During the next 18 
days the nose was tamponed repeatedly, both anteriorly 
and posteriorly, but each time after removal of the tam- 
pons the hemorrhage started afresh within 72 hours. The 
patient becoming almost exsanguinated, with high pulse 
and increased temperature, an operation was decided upon. 
The common carotid was ligated. The hemorrhages did 
not recur, and the patient was discharged one month after 
the operation. 


The Thyroid Gland,by I. N. Love. 


The author gives an interesting historical review of 
serum therapy, and particularly of thyroid therapy, and 
draws valuable deductions from his experience with it. 

Officers Elected.—The following officers were elected: 
President, Dr. John Young Brown, of St. Louis; Vice- 
Presidents, Drs. A. J. Ochsner, of Chicago, and A. P. 
Buchman, of Fort Wayne; Secretary, Dr. Henry E. Tuley, 
of Louisville, Ky.: Treasurer, Dr. Chas. A. Wheaton, of 
St. Paul. Place of meeting, Nashville. Time, second 
Tuesday in November, 1898. 
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SIXTY-FIFTH ANNUAL MEETING OF THE BRITISH 
MEDICAL ASSOCIATION.* 


(Held in Montreal, August 31st, September 1st, 2d and 3d.) 


SECTION OF LARYNGOLOGY AND OTOLOGY, 
GREVILLE MAcDONnALD, M. D., President. 


A DISCUSSION ON TURBINOTOMY. 


Greville MacDonald, M. D.: Removal of larger or smaller por- 
tions of the turbinated bodies, whether involving only hypertro- 
phied portions of the mucous membrane with the erectile tissue, 
or actually the bony substance supporting the latter, has been prac- 
ticed more or less by us specialists ever since, I imagine, we 
first encountered individually those striking cases where the ope- 
ration would obviously and necessarily cure the patient of what- 
ever symptoms might be attributable to such pathological causes. 
But yet, curiously enough, it is only quite lately that the word 
turbinotomy has become one of daily use. And this indication of 
an enlarging interest. in the subject inclines one to ask the 
question as to what is implied by the term, why it should have 
only lately excited divergence of opinion, and whether any sub- 
stantial improvements in our methods of diagnosis and operation 
may be supposed to have induced or resulted from this new departure. 

As far as I am aware, the subject has excited but little interest, 
either in the States or Canada, beyond, of course, such points as 
have always been recognized by every specialist; but in London, at 
any rate during the past few years, wherever two or three laryngol- 
ogists have gathered together, the word turbinotomy has always 
excited a deep interest. To one man the inferior tur binal is regarded 
as a structure to be sacrified in the interests of such members of 
the publie as are not cursed with atrophic rhinitis; while to an- 
other man the word turbinotomy is like the red rag to the bull, and 
the inferior spongy body is so sacred a member of the physiological 
system that disaster in some form or another ought to ove rwhelm, 
if not the patient himself, at least the misguided specialist who dares 
use the spokeshave. 

Now, without being dogmatic, and without pretending to offer 
anything new on the subject, I think, for the sake of the interest- 
ing discussion before us, that it may be serviceable to point out, 
roughly speaking, the objects and limitations of operations involv- 
ing the removal of portions or the whole of the inferior turbinated 
body. I suspect the discussion will prove of the greatest interest, 
and more profitable than is often the case. from the fact that it will 
partake of international character. Possibly our Canadian brothers 
are more familiar with the views of American specialists than we 
from the old country, but, for my part, I am extremely anxious to 
hear the views of the laryngologists on this side of the Atlantic. 

I am leaving out of my remarks all operations on the middle tur- 
binal, see ing that it is not usual to inelude this structure when using 


is Reprinted from the official report in the British Medical Journal. 
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the word turbinotomy, and also because it would lead us into regions 
too vast to be even prospected in the time at our disposal. 

Resection of the inferior turbinal in part may be required for the 
relief of (1) obstruction to respiration, (2) for the relief of the vari- 
ous neuroses; and (3) for the relief of a very troublesome and 
rather uncommon form of catarrh. For such affections, or symp- 
toms, removal of those large cauliflower or ribbed masses, occupying 
more specially the anterior and posterior extremities of the bone, 
has been among the earlier triumphs of rhinology. I say triump yh 
advisedly, for the not infrequent association of the posterior hyper- 
ony with adenoids, which latter the general surgeon now claims as 

falling within the pale of general surgery, enforces a real justifica- 
tion for the special study of nose diseases, seeing that it is precisely 
in such instances of association that the general surgeon will find 
himself at a loss to understand why his operation with the post-nasal 
curette, or forceps, has failed to restore nasal respiration. For the 
grosser of such hypertrophies, the incandescent or cold snare has 
alwas been the chief method adopted for operation, while the smaller 
of such enlargements are sometimes sufficiently treated with the 
electric cautery. 

But there are cases where specialists of not very wide experience 
may fail to give all the relief they had hoped for by such methods. 
This generally arises from the fact that they overlook the masses 
often concealed in the concavity of the overhanging bone. We 
sometimes see enormous masses in this region, which can be turned 
out with a probe, and either cut off with scissors or removed piece- 
meal with the snare. The latter is ofter preferable, on account of 
the less hemorrhage it entails. I am somewhat anxious to empha- 
size this concealment of the much hypertrophied tissue for the sake 
of recording my experience that in nearly all such cases—and I have 
had my share of experience with them—a cure can be effected with- 
out interfering with the bone. 

These cases, moreover, have appeared to me to be more often as- 
sociated with asthma, as the cause of the neuroses, than are other 
affections of the nose; so that, for this reason alone, it is incumbent 
on us to inquire into every method advocated for the relief of the 
obstruction in the inferior meatus. 

But, there are undoubtedly cases where the sharing or cauterizing 
of the mucous membrane is not sufficient to ensure the desired 
relief. In such respiration through the fosse is not necessarily ob- 
structed, and the specialist’s attention is often drawn tothe e -ondition 
only by the accumulation cf ropy mucus, or muco-pus, in the inferior 
meatus, which the patient experiences the greatest difficulty in re- 
moving from the nose by the ordinary methods. He is constantly 
wiping the nose. being unable to blow the accumulation into the 
handkerchief. On examination we find the inferior meatus blocked 
with tho accumulations. 

Of course, the same condition may obtain in the ordinary form of 
hypertrophy, or chronic engorgement of the erectile tisue. But, in 
the special class of case to ‘which I am now referring, we have 
neither one nor the other of these conditions. The mucus, in fact, 
is imprisoned in the concavity of the inferior turbinal. and second- 
arily im the portion of the inferior meatus internal to the turbinal, 
by the relatively large size of the bony structure of the turbinal. 
The free border of the latter may be almost, or quite, in contact 
with the floor of the nose, and in a few cases we see adheson of the 
anterior vart of the body to the floor beneath. This results in the 
formation of a pocket with, or without, a small opening in its anter- 
ior portion. Into such pocket the patient is constantly forcing the 
accumulations of mucus in his endeavors to clear his nose, the resull 
being that he is never free. In one case, the wife of a medical 
friend who objected to operation, I was enabled to instruct her how 
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to find, with a fine nozzle attached to a syringe, the small anterior 
opening into the pocket, and thus to wash the accumulations back- 
ward. As soon as relief was thus obtained, it appeared to become 
permanent, and she had no further trouble from an affection which 
must have persisted the greater part of her life without ineonveni- 
ence, until some catarrhal attack made her realize that something 
was amiss which prevented spontaneous recovery. In this case 
there was no actual hypertrophy, and in most all of such, I believe, 

the fault lies in a structural malformation rather than a pathologic: ul 
eondition. Just as in the many and cage egy malformations 
of the sputum, with which we have so often to deal, the fault ap- 
pears to have originated in sort of error of co- -ordinatian in the 
relative extent to which the sputum and the vertical diameter of its 
containing chamber have arranged for their individual extension. so. 
the inferior turbinal appears to have attained the size which would 
have been suitable only in a nasal fossa with a greater vertical ca- 
pacity. But I have never seen any case where the bony structure 
appeared to be too large in the posterior regions of the fossa, any 

more than deviations or hypertrophies of the septum are to be found 
in the regions brought into view with the post- inal mirror. 

In these cases the only treatment that can be considered satisfac- 
tory is the paring off from the free border of the bone as much of 
its substance as will secure a free passage of air and mucus. This 
ean usually be attained with scissors, or the combined use of 
scissors and snare, as practiced by Dr. Dundas Grant. But it is 
only the anterior portion that ever needs such treatment, in my ex- 
perience, and I have never seen any case where it was necessary to 
do more than this. I have never been tempted to remove large 
portions of the inferior turbinal, beyond the masses of hypertrophy 
with which we are all so familiar. And, although | aah y oe the 


views of those who advocate the larger operations on the inferior 


turbinal for the relief of obstruction to respiration, or for the re- 
moval of certain neuroses, yet, while amply convinced of the feasi- 
bility of such operations and of the relief they may afford, while 
even admitting that no appreciable harm may result in most cases, 
yet, let me repeat, I have for my part not seen the cases where _ 
desired relief could not be ac quired by milder measures. The great 

hemorrhage and the frequent necessity for plugging render the 
operation graver’ than almost any other in the nose; and we have 
yet to see whether, in the course of afew more years, we shall not 
see in these patients definite evidence of chronic inflammation of 
the larynx, ete., resulting as a consequence of the removal of what 
may be justly described as the secreting gland or organ of the nose. 

Some years ago I spent a good deal of time in a series of experi- 
ments on the functions of the nose, more especially with the view 
of ascertaining the relative amounts of water and ec: arbonic anhy- 
dride given off from the nasal mucosa, as well as the rise in tem- 
perature on passing a measured quantity of air through the fossx 
under varying physical conditions. Among these experiments were 
some with the object of ascertaining any differences in the exuda- 
tions when the erectile tissue was callapned with cocain. 

Roughly speaking, I may say that the conclusions were these: 
That while the temperature to which the air was raised was not 
materially altered, the amount of water given off sunk to half, and 
sometimes as much as a third, from the diminished pressure and 
lessened blood supply to the mucous glands. So that, although 
there must be other glands in other regions of the fosse similarly 
affected by the cocain, yet, seeing objectively the enormous degree 
of collapse of the erectile tissue when affected with the drug, and 
knowing that this must depend upon the blood supply, I think it is 
not assuming too much to infer that the removal of the whole of the 
inferior turbinal must lessen to a very grave extent the amount of 
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mucus secreted by the nose. In the second place, we are all familiar 
with the condition to which a chronic collapse of the erectile tissue 
conduces. We are familiar with this in a mild degree in anemic 
individuals, in which it is not uneommon to see a slight degree of 
pharyngitis sicca, and a certain amount of chronic laryngitis. To 
a graver degree we are even more familiar with it in cases of 
atrophic rhinitis, where the inferior turbinals have often as com- 
pletely disappeared as if they had been dealt with by the spoke- 
shave. 

Granted such points, which are, indeed, among the most element- 
ary of the clinical facts we specialists insist upon, it appears to me 
to be doubtful whether we are wise in resorting to an operation 
which will deprive the patient of the least bit more of his erectile 
tissue than is absolutely necessary. It has been argued that the 
patient can do as well without his turbinals as without his tonsils, 
but the statement is obviously not justified. In the case of the ton- 
sils there are presumably other organs in the body which fulfill a 
similar office, and are able for a little more work if some perform 
less. But in the case of the nose, it seems hardly likely that the re- 
mainder of the mucous membrane could supply all that is lost by the 
removal of so large a portion as that in question. 


But, in conclusion, let me assert that I am fully aware that I have 
indicated only one side of the question, and I await with the great- 
est interest the other papers on the subject, and the discussion which 
I trust they will elicit. 

T. W. Carmalt Jones, F, R. C. S. Edin.: I do not propose to say 
anything about the method of operating, or about the instrument, 
for I think that would only be a waste of time. 

The operation was first tried in the hope of relieving most dis- 
tressing tinnitus aurium in a case where both inferior turbinals had 
been cauterized with a satisfactory. but only temporary result. 
After spoke shaving the tinnitus ceased, but did recur occasionally, 
and then only very faintly when the patient was overtired, or be- 
low par. 

My friend, Dr. P. H. Abercrombie, surgical registrar to the Cen- 
tral London Throat, Nose and Ear Hospital, wrote to over 100 
patients who had been spokeshaved, asking them to answer a num- 
ber of questions, and received answers from about 60, and from 
these answers and the information derived from them, and the con- 
sequent more careiul watching of patients after operation, I have 
noted some after effects which I had not contemplated when plan- 
ning the operation. It appeared that tinnitus was relieved in 60 per 
cent. of the cases. In some of these cases it did not recur while 
they were under observation. 

The deafness accompanying the tinnitus was relieved when the 
tinnitus stopped, and the hearing power when tested by the watch 
was markedly increased. I am convinced that the unhe althy pos- 
terior extremities of the inferior turbinals act as foreign bodies at 
the openings of the eustachian Jubes, and that by keeping up a con- 
stant irritation they are responsible for eustachian catarrh. It is 
easier to pass a catheter, or to perform politze go after their 
removal, and some patients who could not use the Valsalva method 
on themselves could do so afterward, and by using the aural tube it 
was found that the air possed into the tympanum on inflation much 
more freely, and that the abnormal sounds—the creaking, bubbling, 
ete., gradually ceased. 

Many deaf people are mouth-breathers; this is sometimes due to 
enlarged tonsils or adenoids, sometimes to the presence of both 


REFERENCE.—!Ou the Respiratory Functions of the Nose and Their 
Relations to Certain Patoloqgical Conditions. 1889. 
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troubles, but it is also sometimes due to turbinal hype atrophy , pure 
and simple, or complicated with spurs or deviations or deflections 
of the septum. Many mouth-breathers have been cured by spoke- 
shaving, and have quite altered in facial appearance after a few 
weeks, the typical stupid expression having disappeared and given 

lace to a bright and lively one. The patient, having learned to 

yreathe through his nose, is less liable to catch cold, and in some 

sases quite loses we post-nasal catarrh, or pharyngitis. Asthma, 
hay fever, periodical attacks of sneezing, a sense of stifling when 
inhaling dust or foul atmosphere have ceased to distress the patient. 

In some cases, in which only a strip of thickened mucous mem- 
brane was removed from the turbinals without any bone. great relief 
was afforded; this unhralthy mucous membrane. used to swell up, 
when irritated, and cause nasal obstruction, with ‘its reflex effects, 
Several ballet dancers found they could breathe more easily, dance 
with less fatigue, and were not so troubled in their breathing by the 
dust kicked up from the stage. 

The sense of smell sometimes improved markedly. Several 
anemic girls lost their anemic appearance, and greatly improved in 
their general health without the exhibition of iron or arsenic, or 
any drugs. 

it will readily be understood that, after an obstructed nostril ‘iad 
been cleared out and made pervious, the eustachian cather could be 
passed more easily, and larger sizes could be use - 

A child 4 months old could not suck properly. I did not find ade- 
noids, as I had expected, but both posterior nares were blocked by 
the posterior ends of the turbinals. The child had to take its mouth 
away from the breast and gasp for breath between every two or 
three draws; twenty-four hours after spokeshaving the ¢ ‘hild took a 
full meal in a natural manner. In young children the nose devel- 
oped and improved in shape after it was converted into a useful 
organ, just as is seen to occur after adenotomy. ‘Several patients with 
pain in the eyes, affection of sight, and turbinal hypertrophy were 
cured of their eye trouble. : 

Hemorrhage always followed the operation, but was generally 

easily controlled, though troublesome in a few cases. Secondary 
inenevehage was rare, but in one case it came on smartly exactly a 
fortnight after operation. Cooper-Rose’s nasal plug is most e ffeet- 
ive in controlling the hemorrhage. 

Otalgia, suppuration and perforation of the drum oceurred ocea- 
sionally, but were probably due to blood-clot or douche fluid being 
driven through the eustachian tube into the tympanum by too 
forcible blowing of the nose. Headache of varying severity and 
duration has followed the operation. Bromide generally relieved 
this at onee. 

It has been suggested that local depletion may have something to 
do with the relief of tinnitus; but this seems hardly likely when it 
is remembered that the relief has persisted for several years. The 
operation has not been found to be followed by bronchitis. Nodeath 
has been attributed to the operation so far as I know. 

Dr. D. Bryson Delavan, of New York, said that the subject was 
one of great importance because of the w ide cireulation which had 
been given to the idea of turbinectomy, and of the urgent necessity 
of checking a practice at once unscientifie anc objectionable. t 
was necessary to understand from the outset the physiological im- 
portance of the turbinated tissues. Their part in the normal pro- 
cess of respiration, that of cleansing, warming and moistening the 
inspired air, was indispensable to the health of the individual. In- 
terference with this function, either through extensive destruction 
of the mucous membrane, as in dry eat rh, or the wholesale re- 
moval of the turbinates, whereby too great a volume of air was 
allowed to pass through the nose, was sure to be followed by bad 
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results, This statement would find ample proof in the experience 
of all present. Again, most obstructive Sealine of the nose were 
due either to deformities of the nasal septum, or to thickening of 
the turbinated tissues. Removal of the former was pretty sure to 
be followed by relief. Where the obstruction was due to thickening 
of the soft parts it was necessary to discover whether the enlarge- 
ment was purely local in character, or whether it depended upon 
general or remote cause. Thus, chronic hyperemia of the turbinated 
tissues was often associated with gout and rheumatism, with digest- 
ive disorders, with functional or organic derangements of various 
important organs, as well as with bad hygienic conditions. the ex- 
cessive use of tobacco or aleohol, undue sexual stimulation, 
exposure to local irritation, and the like. The recognition and 
proper treatment of the cause of the thickening would often be fol- 
lowed by its cure, and the latter would be effected with the mucous 
membrane im a normal condition. The speaker agreed with Dr. 
MacDonald that posterior enlargement of the turbinated bones was 
unusual, He had examined many thousands of skulls, but had 
seldom seen it. Anterior enlargement was quite common. In most 
cases of turbinate thickening, removal of a part of the soft tissues 
was generally all that was required. No result had been reported 
in the paper of Mr. Jones which could not have been attained by 
simpler and less destructive measures. The application of his ope- 
ration to young children was to be vigorously deprecated. The 
infant nose was developed very late. It was doubtful if the turbin- 
ates could be removed in a young child, in case they were to exist 
at all, without serious injury to importont surrounding parts. The 
spe saker could coneeive few conditions in which such a procedure 
would be thought of, much less executed. The name **spokeshave’’ 


was itself suggestive of a coarse and inexact instrument, intended 
to prepare the way roughly for the use of finer tools. Its use in 


nasal surgery was totally inadmissible, as we were already possessed 
of ample means for securing all necessary results, and in an infin- 
itely better, safer,and more conservative manner. It was necessary 
that the advocates of this method should publish the ultimate results 
of their works. It might then appear that such harm had arisen 
from it. The great desideratum in all nasal surgery must always be 
kept in mind, namely, the securing of the maximum of relief with 
the minimum of destrection. 

R. P. Lineoln, M. D., New York, said: The subject of turbinot 
omy involves the consideration, not only of the details of a as ra- 
tion. itself, but also the reason for it—the excuse, if you please. We 
are rarely called upon to do this operation, because the organ is 
itself involved by a disease that is of itself destructive locally on 
constitutionally, but because of their interference with the function 
of the organ of which they form an important part, or, it may be, 
the adjacent organs are the sufferers, or because of those eurious 
manifestations through the nervous system we call reflex, 

An operation having been decided upon and its character deter- 
mined, its accomplishment must be preceded by a step, the failure 
of which may not only nullify our subsequent treatment, but hazard 
the life of our patient. 

Antisepsis.—\t is claimed that the normal secretion of the nasal 
mucous membrance is a destroyer of manyof the morbific microbes 
passing over its surface in the course of respiration. Remembering 
that this secretion is perverted in the majority of patients applying 
for treatment, we recognize its conversion into a culture medium 
for diseased germs that are ever present and added toas the respired 
airis being filtered. In proportion, then, as this change from the nor- 
mal obtains does the patient subjected to operation ineur the danger of 
sepsis unless counteracted by scientific treatment, both preliminary 
and consecutive. Furthermore, the intra-nasal surgeon should ever 
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be mindful of the fact that a turbinate body is physiologically and 
anatomically most ingeniously constituted to harbor and transport 
diseased germs, and that he consequently cannot invade this organ 
with the impunity of surgeons operating in other fields. Not only 
should the nasal cavity that the surgeon is to invade be cleansed 
and rendered aseptic. but the operator’s hands and all instruments 
used should receive, with the same object in view, his conscientious 
attention. 

Granted the necessity for antiseptics, we have a long list of reme- 
dies available, but less than half a dozen need necessarily occupy 
our attention. The surface of the mucous membrane having been 
thoroughly cleansed by some alkaline wash, as Dobell’s solution, 
three times a day for two days previous to and immediately before 
the operation, each sitting should be finished with very free spray- 
ing of a solution of bichloride of mereury, 1 part to 3,000 to 5,000. 
Subsequent to the operation a repetition of this spray and wash 
should be insisted upon, or if a fresh surface has been left, as after 
operations by knife, scissors, saw or trephine, a spray of a solution 
of iodoform in ether will prove the safest. Our methods might be 
classed as chemical and surgical. Of the remedies applicable in 
the former, fortunately all are more or less antiseptic, as chromic 
acid, nitrie acid, ete., but until the eschar which they form has sep- 
arated it is prudent to make use of the bichloride, and afterward of 
iodoform, until cicatrization is well advanced; but until the parts 
have healed cleanliness must be insisted upon, though during the 
last part of the treatment some less disagreeable remedy may be 
substituted for iodoform, as aristol, or better, pyoktanin. It may 
be said that results have been satisfactory and without accident 
where these precautions have not been observed. I reply, the prob- 
ability of a successful issue is greatly enhanced by adopting ad- 
vanced views of asepsis. 

Every operation contemplated within the province of turbinectomy 
-an be painlessly completed by the judicious use of cocain. Its ad- 
vantage to the operator, and its blessing to the patient, can only be 
realized by those who were workers in this field before its local an- 
esthetic effect was made known. I do not use it in spray form 
where a strong solution is to be employed, but to avoid its constitu- 
tional effect as far as possible, lay against the part to be operated 
upon a pledget of aseptic cotton saturated with it. This may be re- 
newed two or three times at intervals of about ten minutes prelim 
nary to the severer operations, except when it is the intention to 
make use of the cold wire loop, when, on account of its contractile 
action upon these structures, it should be applied after the wire has 
engaged the part to be removed. Furthermore, this preliminary 
employment of cocain on account of its hemostatic action dimin- 
ishes the inconvenience of whatever bleeding occurs, which would 
otherwise be greater. 

I would distinguish in two classes the methods by which I think 
our object can be accomplished most speedily and successfully, 
namely, the chemical and the surgical. The class in which the 
chemical method is applicable embraces hypertrophies, hyperplastic 
and angiomatous, without osseous enlargement. The remedies 
especially useful to secure reduction have been multiplied during 
the past few years, but every advantage can, I believe, be secured 
from a very small list, With chromie acid, nitric acid, and the 
galvano-cautery at command, every requisite is available. These 
remedies are easily and accurately applied, and circumscribed in 
their action. The contraction of cicatricial tissue, after the separa- 
tion of the eschar thus formed, will often leave patulous a nostril 
previously obstructed. 

Experience, shaping the judgment of an operator, will enable him 
to determine the area upon which the remedy must be applied, as 
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well as its strength, keeping in mind that we are to destroy an ob 
stacle, but to preserve as much mucous membrane as is practi- 
cable. For some days following one of these applications the in- 
genuity of the surgeon, with the co-operation of the patient, may 
be devoted to cleansing the nostril of accumulated detritus and mucus, 
continuing to some extent the preliminary treatment, and substitu- 
ting toward its termination promoters of granulation, astringent 
stimulants, as iodoform, aristol, pyoktanin, or some similar favorite 
remedy. It may sometimes be found advantageous to utilize some 
features of this treatment in the more serious cases of the second 
class. The operator must not lose sight of the necessity in order to 
accomplish his purpose of securing by treatment a solution of con- 
tinuity in the periosteum, in order that the remaining network of 
connective tissue and venous sinuses may be drawn together, and, 
as it were, partly bound upon its bony frame »work. 

‘he second class demands the more serious operative procedures, 
namely, where the frame work, as well as any redundant soft tissue, 
is to be removed by either incision, excision or ablation. The 
whole, or any part, may require removal. As with its erectile tissue 
covering, so its Osseous portion may require modification in whole or 
part. We must consider how much and what part of the organ is 
to be sacrificed. We have in ignipuncture a combination of ¢ :hemi- 
cal and surgical treatment that I have often found most satisfactory 
in reducing hyperplasias, but unless great care is exercised its re- 
sults are apt to resemble a galvano-cauterization. In its use a 
sharp pointed electrode, expose 1 from one-third to half an inch, is 
thrust through the mucous membrane to the bone, and pressed in 
contact with it as far as may be desired. An electrolytic rather 
than a cautery current, from the sensitive pole of a battery, should 
be allowed to flow for two or three mintes, depending upon the de- 
gree of distension or symptoms of threatened cauterization. 

The cold wire Ka and écraseur, as perfected and recommended 
by the late Dr. Jarvis, is most convenient and effective in remov- 
ing a redundancy which often protrudes from the posterior aspect of 
the inferior and middle turbinates, readily cutting through both soft 
tissue and bone when desirable. 

When the malformation is caused chiefly by osseous enlargement 
without hyperplasia, the surgical trephine is all that can be desired. 
With it there can be mined out, so to speak, all the bony substance 
we desire, leaving almost intact the remainder of the organ. Sub- 

sequently, should a fold of membrane remain in excess of what seems 
useful, it can easily be excised with a pair of scissors with little in- 
convenience. This instrume nt is also well adapted to opening into 
ethmoid cells by removing a ‘*cap’’ of a turbinated body to facilitate 
drainage. 

Most frequently, however, it is expedient to remove both hyper- 
plastic and bony tissue at one operation. With a small sharp- 
pointed bistoury fixed at an angle to its handle, an incision is made 
down to the bone along or a little below the line we have deter- 
mined, the excision shall be made. With some convenient instru- 
ment the lips of the wound —— be parted and dissected away for 
a short distance, so as to leave a flap that will partly cover the bor- 
der of bone when the ope solien is finished. A few strokes of a saw 
on the line elected for division, especially if ossification is well ad- 

vanced, will facilitate the last step of the operation which follows. 
iamediate ly adjust with its upper cutting blade in the groove thus 
made a pair of bone foreeps, having its lower blade well pressed 
under the free edge of the turbinated body; a strong closure, rotat- 
ing inward the instrument at the same time, will sever the portion 
effectively. The instrument I use for this purpose is known as 
Weir’s bone-cutting scissors. In this way from half an inch to an 
inch in length can be removed at once, and. by repeating this 
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method, practically the whole organ can be ablated at one sitting. 

It is surprising ‘how little bleeding follows, and how little pain. 
locates place in contact with the cut suface a fine roll of 10do- 
form gauze, avoiding complete obstruction of the nostril. This 
serves the double purpose of disinfection and of preventing hemor- 
rhage, which otherwise not infrequently occurs when the effect of 
the vocain has passed. It is prudent to leave this undisturbed for 
about forty “eight hours, though accumulated mucus should be eare- 
fully removed by absorbent cotton and gentle pressure, not forget- 
ting to use the bichloride or iodoform spray. After the removal of 
the iodoform gauze, the principles of treatment heretofore insisted 
upon should be observed. 

The knife plow or the snare may be employed to remove a turbi- 
nated body. Their manipulation cannot be as accurate as in the last 
method; and, while there may be some saving of time, I do not rec- 
ommend them in private practice. 

Mr. Lennox Browne, F. R. C. $,, Edin., of London, expressed regret 
that he had never been able to harmonize his own views on the value 
of this operation with the enthusiasm of Mr. Carmalt Jones; and he 
stated that it was the only subject of difference with his amiable 
colleague during over ten years of delightful association. He be- 
lieved that it was wiser to treat the causes for relief of which turbi- 
notomy was advocated by some of the milder measures so carefully 
detailed by Dr. Lincoln; and that, if this plan were pursued, a very 
small percentage—less than 1 per cent.—would be found to require 
this radical procedure. He anes particularly to call to mind the 


fact that spurs and deviations of the septum were present, not con- 
stantly, as stated by Bosworth, but in probably four-fifths of all 

cases of hypertrophic rhinitis, and that their etiological importance 
was demonstrated by the prompt relief of nasal obstruction afforded 
on their removal. He desired, in particular, to join with Dr. John 


Mackenzie in enforcing the inadvisability of operating on infants 
and young children; and he e xplained that the case described was, 

he believed, quite an exceptional one, even in the practice of Mr. 

Cermalt Jones: and that, though its parallel might occasionally 
present itself, it must always be rare. The speaker suggested that 
many of the cases of disordered secretion and fux ascribed to hy- 
pertrophy of the inferior turbinals were due to suppuration in the 
pocket of Lusehka’s bursa, as described by Tornwaldt, and he be- 
lieved that it was a cause not infrequently overlooked, at least by 
British laryngologists. He doubted whether on histological exam- 
ination by a neutral expert of removed turbinals a larger proportion 
would be found to be really diseased than had been proved to be the 
fact some years since by an American pathologist—whose name he 
for the moment forgot—in the case of ovaries removed by Batty’s 
operation. Allusion had been made to the hemorrhage following 
turbinotomy; this was, without doubt, sometimes alarming, and, in 
the speaker's experience, increased rather than diminished by the 
use of cocain; for the purpose of minimizing this liability to bleed- 

ing on reaction from the effects of this drug, not for turbinotomy 
alone, but for all cutting operations within the nose, he had long 
been in the habit of dissolving the cocain taken fresh as require d, 

in hazelin, a well-known extract of the witch hazel. There were 
other points on which the speaker addressed the meeting, but as 
most of these were in agreement with the experience of others 
given in this discussion, they need not be retold in this abstract of 
his remarks. 

Dr. W. Permewan, of Liverpool, was pleased to hear Drs. Delavan 
and Mackenzie object to the use or the word spokeshave. Spoke- 
shaving suggested operation on inanimate structures, and Dr. Per- 
mewan was afraid that idea dominated those who practiced exten- 
sively the operation of complete turbinotomy. Dr. Permewan was 
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of opinion that the complete operation was very rarely required, 
but pe also thought we were indebted to Mr. Carmalt Jones for the 
introduction of an instrument which was very useful for the removal 
of parts of the turbinal, or of the septum. He was very pleased to 
hear the almost unanimous opinion of American rhinologists as to 
the undesirability of complete removal, and thought, also, English 
opinion had progressed in the direction of conservatism since the 
meeting of 1894, at Bristol. 

Dr. W. H. Daly, of Pittsburg, said that turbinotomy did not 
mean, or should not mean, removal of all the turbinate, but only so 
much as was absolutely necessary to provide for proper nasal re _ 
ration; anything more was wrong. There were really no hard-and- 
fast rules that applied to the adult requiring turbinotomy that did 
not also apply to the child. He had done it several times, and 
within the previous ten days he had removed a part of both inferior 
turbinate bones from achild 2 years old; there were no pharyngeal 
adenoids, and no other obstruction to nasal breathing, other than 
that caused by the two inferior turbinate bodies projecting across 
the nares, and impinging upon the septum; they were abraded i 
ubout half their extent with the best possible re ‘sults to the patie = 
and a recognized cure of the disability in the part; afterward the 
child slept soundly, quietly and comfortably. 

Dr. Charles Warden, of Birmingham, was pleased to find that 
there was a concensus of opinion on this oper: ation amongst the 
members present to the effect that the operation was often per- 
formed when less severe treatment would relieve, as by cocain, 
chromic acid, eucain, the electric cautery, menthol, ete. In very 
young ¢ shildren, except in very rare cases, it was quite unjus stifiable. 
The turbinates had a physiological function which should be care 
fully considered before adopting heroie surgery. Attention to the 


septum would often obviate the necessity for the operation, and it 
should not be done to enable the eustachian catheter to be used. 


A Contribution to the Study of the Anatomy of the Fronto 
Ethmoidal Region. By J. H. Bryan, M. D., Washington. D. ¢ 


In this short communication it is my desire only to call attention 
to a few of the variations from what we have been taught by the 
anatomist to consider the normal conditions of the fronto-ethmoidal 
and the fronto-maxillary regions. 

Lying between the ethmoidal cells and the frontal sinus there are 
a series of cells known as the fronto-ethmoidal cells, which properly 
belong neither to the frontal nor the ethmoidal cavities, but play a 
very important role when either of these sinuses is the seat of 
prolonged suppurative inflammation; for, in nearly all such cases, 
they are to a greater or lesser degree affected, thereby rendering 
prognosis of these conditions very uncertain. 

These cells vary in number from four to seven on either side, and 
in the preparations I have examined I have been unable to find any 
communication between them and the frontal or ethmoidal cavities 
proper. 

The anterior cells are occasionally found unusually developed, 
projected _ the frontal sinus to such a degree as to diminish the 
size of that cavity considerably. In some frozen sections I have 
recently sande this projecting anterior fronto-ethmoidal cells is well 
shown. Dr. Cryer, of Philadelphia, exhibited at the last meeting 
of the American Medical Association some interesting sections in 
which the same condition,was more marked than in my preparation. 
It will be readily seen that in treating chronic empyema of the 
frontal sinus we must not limit our investigations simply to that 
cavity, but endeavor to ascertain the condition of these cells also; 
ioe if affected, and they generally are, they will be the starting 
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point for a reinfection of the sinus after the inflammation has appa- 
rently subsided. 

In all cases of chronic frontal sinusitis of long standing the fronto- 
ethmoidal cells should be opened with a sharp spoon, and the frontal 
sinus made to communicate freely with the nasal cavity, thereby in- 
suring a free and permanent drainage. 

The relation of the maxillary sinus to the cavities above is most 
important, for, while it is frequently affected independently of the 
frontal and ethmoidal sinuses, abscess of this cavity is occasionally, 
nevertheless, a secondary process to either an ethmoiditis or a fron- 

tal sinusitis, resulting either from a direct extension of the inflam- 
matory process, or acting as a reservoir, and receiving the septic 
secretions as they pass through channels between the ethmoidal ~ 
maxillary, or the frontal and maxillary cavities. These communic 
tions are frequently pathological, as Zuckerkandl' has y Pecan ere | 
but there are passages whieh exist normally, especially between the 
frontal and maxillary sinuses. In a paper read before the American 
Laryngological Association in 1895, described a preparation in the 
Army Medical Museum at Washington, in which the frontal sinus 
communic: ates directly with the antrum by means of a groove found 
just in advance of the hiatus se smilunaris. Seeretions from the 
frontal sinus in this ease would find their way into the antrum in 
preference to the middle meatus. 

MacDonald? states that Dr. Curnow, of King’s College, has ob- 
served this condition also, while the late Professor Le idy observed 
it in two or three instances. This has been considered a rare varia- 
tion from what we have been taught to consider the normal position 
of the infundibulum. Recently Dr. Fillibrown*, of Boston, has 
made some investigations of the subject, and finds that the infundi- 
bulum, instead of terminating in the middle meatus, continues as a 
half tube which terminates directly in the foramen of the maxillary 
sinus. In seven heads examined there was a fold of membrane 
which served as a continuation of the unciform process, thus form 
ing a pocket which would effectually prevent any frontal sinus se- 
cretion from passing into the middle meatus until the antrum was 
full to overflowing. In a private communication he states that he 
examined fifteen more specimens and found the infundibulum as 
above described in all but two; in one the pocket was of bony for- 
mation; from this it would seem to be a frequent anomaly. If it 
occurs as often as this, it suggests a ready explanation why so 
many cases of chronic maxillilla abscess resist treatment to [such an 
extent. It is a subject that should be still further investigated: and 
if this position of the infundibulum should be established, I believe 
the source of a great deal of maxillary disease will be found in the 
fronto-ethmoidal region, but the secretions passing from one or 
both cavities into the antrum. A brief reference to two eases, 
which have been previously reported, may serve to emphasize the 
importance of looking beyond the maxillary sinus for the source of 
the suppurative process so frequently foud in that cavity: 

“CASE I was that of a man operated upon by me e ight years ago 
for an abscess of the antrum. At that time the ethmoidal cells were 
supposed to be affected also, but this could not be positively estab- 
lisboa. Since then he has been under almost continuous treatment 
at the hands of yarious specialists, and what treatment he could 
give himself for a supposed obstinate suppurative inflammation of 
the antrum. After an interval of over seven years the patient came 
under my observation again. Upon examination the antrum was 
found full of pus, which he was able to wash out himself through a 


‘Transactions of American Laryngological Association, 1895. 
“Op. Cit. 
‘International Dental Journal, January, 1897. 
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permanent alveolar opening. A rhinoscopic examination revealed 
extensive caries of the anterior ethmoidal cells, and a large commu- 
nication with the frontal sinus, through which a probe would be 
readily passed. All irritating applications to the antrum were pro- 
hibited, and the treatment was directed to the removal of the eari- 
ous ethmoidal cells, which was done by means of a sharp spoon. 
After an interval of eight weeks the antrum was practically free 
from pus, the slight secretion that continued to form passing readily 
out of the nose. 


“Case II was that of a woman who came under my observation 
several years ago, suffering from an abscess in the frontal, eth- 
moidal and maxillary cavities. The antrum was opened through 
the alveolar ridge, ie the frontal sinus at the inner angle of the 
orbit. In the course of the treatment solutions mjected into the 
antrum found their way out through the frontal sinus opening, thus 
showing there was a direct communication between the two 
cavities. ”’ 


In Case II the antrum was probably infected secondarily from 
the frontal sinus, as there was an absence of dental caries and in- 
tra-nasal disturbances, which would have been apt to lead toa 
primary maxillary inflammation. In Case I the communication 
was probably of a pathological origin: but it is cited here to show 
that the source of the maxillary secretion was from the ethmoidal 
region, and not from the cavity itself. 


I believe if a little more attention were paid to what is known as 
the fronto-ethmoidal region, many of the so-called incurable cases 
of maxillary abscess would not oceur: for it is my opinion that 
most of the infection takes place from this point, both upward into 
the frontal sinus and downward into the antrum. This een, is 
somewhat strengthened, so far as the latter cavity is concerned, 


the peculiar pouch-like condition of the infundibulum just describe “ 
which catches all secretions coming from above, and directs them 
into the epee sinus. 


Dr. S. Langmaid said that there could be no doubt that rein- 
fection baad the ethmoid cells in cases of disease of the maxillary 
sinus did oceur. He had seen two such eases in whieh cure of the 
maxillary suppuration was only obtained after the anterior ethmoid 
cells had been opened and ecuretted. 


The Relation of Nasal Disease to Pulmonary Tuberculosis. 
By E. Fletcher Ingalls, A. M., M. D., Chicago. 


The popular belief that nasal catarrh in some of its forms leads 
to pulmonary tuberculosis, toge the ‘r with the comparatively recent 
articles upon this subject written hy 8. E. Sully. of Colorado, and 
W. Freudenthal, of New York, inclines one to accept the opinion 
that a large percentage of cases of pulmonary tuberculosis is the 
direct result of disease of the upper air passages, commonly known 
as catarrh. Again, the common observation that nasal obstruction 

causes great impairment of the general health, and also the pres- 
ence in many «ases of nasal obstruction of chronic inflammation of 
the mucous membrane, forming, as we believe, a suitable nidus for 
the growth of tubercle bacilli, suggests an etiological relation be- 
tween catarrhal affections of the upper air passages and pulmonary 
tuberculosis. If such a relation really exists it becomes of great 
importance that it be known im order that the catarrhal affection 
may be treated and cured as promptly as possible. If, on the other 

hand, such relation does not exist, it is equally important that this 
also should be known in order that the anxiety experienced by many 
sufferers from this disease may be relieved. 
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TABLE I.—Relation of Nasal Disease to Pulmonary Tuberculosis. 
Author's Cases. 
Phthisis without nasal disease 
Phthisis with nasal disease. 
Phthisis not examined for nasal disense...... 
Total phthisis....... dat toudbates eens suseue 
Nasal disease without phthisis. 
Nasal disease with phthisis.... 
Total nasal disease 
Without phthisis or nasal disease 


Total examined, omitting 237 repeated.... 14,953 


TABLE IIl.—Combination of Nasal Diseases and Phthisis in 
Author’s Cases. 


Stage of Phthisis. 
Nasal Diseases. Bs Seepetins _—/} Total. 
First Second. Third. Not Stated. 
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Exostosis of septumi.........+-. 
Hypertrophic rhinitis................ 
Exostosis and hypertrophy.... 
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Dedection of septum.. cece 

Chronic rhinitis.. 

Erosion of Septum 

Perforation of septum 
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! 
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Total g 59 23 


Although fully realizing the difficulty of demonstrating anything 
accurately by statistics, yet I think an analysis of a considerable 
number of ¢: arefully kept clinical histories may be of value in eluci- 
dating this question. With a hope, therefore, of adding something 
to our knowledge of this subject have, with the aid of Frank E. 
Pierce and E. E. Stevenson, searched the medical literature referred 
to in the Index Medicus, and have studied the histories of 14,953 in- 
dividual cases of private patients that have come under my care be- 
tween June, 1883, and June, 1897, during which time my work has 
been confined to diseases of the nose, throat and chest, 

Of these cases I find that 4,714 were affected with nasal diseases, 
but did not have pulmonary tuberculosis; that 1,272 were subjects 
of pulmonary tuberculosis; and of the latter, 237 had also some 
form of nasal disease, popularly known as eatarrh. As I have in 
these records no exact means of determining the proportion of 
these various diseases to the whole number of healthy and diseased 
individuals, it is manifestly impossible to make positive deductions 
from these figures, and unfortunately other writers on this subject 
have usually ignored this most important element in the study of 
this question. I find two or three facts in medical literature that en- 
able me partially to remedy this defect. 

D. Bryson Delavan, of New York, found by the examination of 
several thousand skulls of the European race that 50 per cent. had 
more or less deflection, or exostosis of the septum, which is the 
most prominent of the diseases that have been considered causative 
of pulmonary tuberculosis. If to this we add all other varieties of 

catarrh, we shall probably find that about 75 per cent. of the human 
family suffer more or less from these affections, though often not 
sufficiently to attract attention. From recognized authorities' we 
learn also that about 12 per cent. of the human family die of pul- 
ony tuberculosis, but we do not know how many recover from the 

isease. 


1J, B. Hamilton, Jour. Amer. Med. Ass'n, June 12th, 1897. 
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The records of necropsies show that in 25 per cent. of all bodies 
where death has occurred from other than tuberculous disease evi- 
dence is found of previous consolidation of the lungs, apparently 
of tuberculous origin. Adding this to the 12 per cent. that die of 
phthisis pulmonalis, we are led to infer that 38 per cent. of the 
human family at one time or another suffer from pulmonary tuber- 
culosis, as against about 7) per cent. with diseases of the upper air 
passages, or nasal eatarrh. It is probable, however, that a large 
proportion of the tuberculous, as well as of the catarrhal, cases re- 
cover spontaneously, or for other reasons escape the notice of the 
physician during the ratient’s life. These statistics pomt to a 
greater prevalence, not only of catarrhal trouble but also of tuber 
culosis, than is gene — suspected; yet the conclusions regarding 
the frequency of the | atter seem to be well sustained. 

Coming to my own cases, because of the nature of my work, I 
feel it reasonable to conclude that 12 per cent., the known proportion 
of deaths from pulmonary tuberculosis to the whole human fs unily, 
would be tothe whole number of cases of tuberculosis shown in 
these records: as «x (the pereentage of pronounced nasal disease) 
would be to the whole number of cases of nasal disease mows in 
these records, that is, 12 per cent. :8272 :: 2 per cent. : 4951. 16 
per cent., which may be considered the ratio of well-marke d nasal 
diseare to the normal population. An examination of my statistics 
shows that about 8 per cent. of the cases were of pulmonary tuber- 
culosis, and about 33 per cent. of nasal disease, being a ratio of 
about 1 to 4, which is practically the same ratio demonstrated in the 
problem just given. I, therefore, conclude that it is approximately 
correct. If 12 per cent. of the human family have catarrhal disease 
of the upper air passages, and 12 per cent. of the human family 
suffer from pulmonary tuberculosis, then it appears that there can 
be no etiological relation between the two; yet, we might possibly 
err in this deduction, for if 100 per cent. of the tuberculous patients 
suffered from the catarrhal disease, then it would appear that the 
two were always associated. However, if only os per cent. of the 
tuberculous patients had the catarrhal trouble, it would be proved 
that the occurrence of these affections together was merely a coin- 
cidence, for the ratio is the same as in all other persons. If, how- 
ever, 46 per cheng of the human family have catarrh, as appears to 
he shown by these statistics, then at least a similar percentage of all 
tuberculous patients should naturally be affected by it, and the per- 
centage must be still larger in order to indicate any etiological rela- 
tion. My histories, taken in the early part of the last fourteen 
years, were not alwi ays complete; an examination of the nose often 
being omitted if the patient compl: ined of no symptom referable to 
that organ, and in many instances where the examination was made 
it was not recorded when the parts wer feund healthy: conseque ntly 
I have only 830 cases of pulmonary tuberculosis in which complete 
records of ‘the condition of the nasal cavities are given. Excluding 
all cases in which the record was incomplete, I find that nasal dis- 

ease was present in 237, which is only a little over 28 per cent. of 
these 830 cases. Of the 237 cases which make up this 28 per cent. 
I find that 168 consisted of exostosis and deflection of the septum, 
which, according to Delavan, is present in 50 per cent. of all per- 
sons of the European race; therefore, many of these.could have 
had no possible infiuence in causing the pulmonary tuberculosis. 
Further, my records show that of all the cases of pulmoni ry tuber- 
eulosis, 1,272 in number, only 27—or about 2 per cent.—complained 
of having had any previous nasal disease, which is 4 per cent. less 
than the normal average. Even taking only the cases in which 
nasal disease was found to exist with pulmonary tuberculosis, namely. 
237. we find that the 27 would make only about 13 per cent., or 33 
per cent. less than the normal average. In whatever way, therfore, 
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these figures are looked at they appear to show that nasal catarrh is 
much more prevalent than pulmonary tuberculosis, and that it is 
much less frequent in a given number of tuberculous patients than 
in the same number of healthy people. In other words, these sta- 
tistics seem to demonstrate that, instead of predisposing to pulmo- 
nary tuberculosis, nasal catarrh—if it has any influence whatever 
upon the latter—appears to prevent it. Although this analysis } yields 
unexpected results, it would not be surprising if an actual antago- 
nism should eventually be shown to exist between the condition 
causing the marked hyperemia of many ¢atarrhal affections and the 
condition that causes the profound anemia of tuberculosis. A single 
exception to the above conclusion possibly oceurs in the instance of 
atrophic rhinitis, 20 cases of whic “ amounting to about 8 percent., 
were observed in the 237 cases in which catarrh and pulmonary tu- 
berculosis were assoc tiated. Although this percentage of itself indi- 
cates nothing, the fact that 6 or 30 per cent. of these atrophic cases 
existed before the pulmonary diseases were detected, suggests that 
the two may have had similar origin. 

Dr. Shurly, of Detroit, was glad that Dr. Ingals had brought up 
this subject, because of late a number of articles of a theoretical 
and statistical character had been published favoring the idea that 
disease of the nasal passages was an important etiological factor. 
The nasal and naso-pharyngeal sections had been shown to be directly 

ermicidal, and he belie ved, therefore, that nasal disease probably 
cod very little causative relation, exce pt incidentally, to pulmonary 
phthisis. 

Mr. Lennox Browne, of London, had hardly understood Dr, Ingals 
to express agreement with the view that nasal disease constituted a 
frequent factor in the etiology of pulmonary tuberculosis, and for 
himself he was prepared to oppose such a contention, if only for the 
reason that it was not possible to find any sure basis for the argu- 
ment, if viewed from any one of the many aspects of the question. 
Neither clinical experience, statistical facts, nor bacterial scie nee 
could furnish assured criteria, and there were still other possible in- 
fluences which required to be dealt with, such as the geographical 
and climatic, and occupational, also hereditary vulner ability —albeit, 
that last was out of fashion in the present day. It could readily be 
understood that the whole constitutional state of a patient suffering 
from atrophic rhinitis was one strongly predisposing to phthisis, 
while as to catarrh so-called, it was very difficult to decide in the 
majority of vases whether a laryngitis ‘of a pulmonary phthisical 
individual was tuberculous pa non-tuberculous. It was, however, 
quite safe to remember that, while the secretion of the nostril in 
health was germicidal, the slightest deviation of the nasal functions 
might start into activity pathogenic germs which we . lying dor- 
mant in the upper respiratory tract. In other words, vehooved 
the practitioner to give effect to the dictum of _ condieliag that a 
neglected catarrh might be a consumption commenced, and in this 
connection the figures pa deductions therefrom so carefully col- 
lected and considered by Fletcher Ingals would constitute a valuable 
ground of encouragement to all who desired to advocate more strin- 
gently the prophylaxis of tuberculosis than was even yet generally 
admitted to be necessary. 

The Significance of Laryngeal Paralysis. By W. H. Daly, M. 
D., Pittsburg, Pa. 

The significance of laryngeal paralysis depends so entirely on its 
efficient cause, in a given case, that we can best consider it by say- 
ing that each case or class of cases is, as a rule, unto itself, and 1 in 
order to indicate with any degree of accuracy the significance im- 
plied by the _ toms we must at once, in a given case, proceed 
clinically to trace the symptoms to their origin, and this is not e¢ Asy. 
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In a ease of laryngeal paralysis following diphtheria or scarlatina 
we are confronted with the significant probability of peripheral neu- 
ritis, and we can in most cases prognosticate a recovery in from six 
weeks to six months, according to the amount of damage which has 
been done to the peripheral nerve fibers of the larynx. The cure, 
however, can be much hastened by the interrupted or faradice eur- 
rent if the adductor supply is at fault, but the continuous or gal- 

vanie current will be found the most efficient if the abductors are 
the chief source of the disability. 

Laryngeal paralysis in the chorus or choir singer sugge sts periph- 
eral nervous exhaustion from too long sustained effort in singing, but 
nothing less than a eareful search after the cause will enable this 
suggestion to be verified or refuted. 

if the paralysis be on the left side it would signify to us the need 
to investigate the presence or absence of a tumor, or other cause of 
pressure, such as dilatation or aneurism of the aorta, in the region 
about its arch, where the inferior or recurrent laryngeal nerve arises 
in front of the arch and winds from before backward round the 
aorta, just beyond where the remains of the ductus arteriosus are 
connected with it, and from whence it ascends to the side of the 
trachea. If the paralysis be bilateral and the duration considerable 
a resort to tracheotomy is advisable under the emergency of severe 
dyspnea. We may have a phonatory paralysis of the larynx without 
a paralysis of the respiratory forces, the former being a voluntary, 
the latter an involuntary act, beginning at birth and ending only 
with death. 

Several cases of laryngeal paralysis that have fallen under my 
observation have been due to an undefined central degeneration due 
to hemorrhage or embolism. Another case of rather obscure or 
masked origin pointed significantly to a de ‘generation of the nerves 
in their course to the larynx. 

Paralysis of the laryngeal muscles may be due to a lesion in either 
the brain, the nuclei of laryngeal nerves, the nerve trunks in the 
muscles themselves, and it may be due to hysteria, The existence 
of a cortical center for the larynx is now pretty well established. 
As early as 1877, Seguin' recorded a case of left hemiparesis, ac- 
companied by impairment of speech and phonation, and a_loss of 
control of the pitch of the voice. The experiments of Krause 
Horsley and Semon*, and Massini indicate that the lar vngeal cortical 
center is in the extreme anterior portion of - foot of the ascend- 
ing frontal convolution. Garl+ has reparted a case of paralysis of 
the vocal cords, in which the necropsy soveniod a localized meningo- 
encephalitis at the lower end of the right ascending frontal convo- 
lution; and at the foot_of the third frontal convolution, two small 
spots of softening. Wallenberg® records a case of laryngeal par- 
alysis, in which the necropsy revealed a compete destruction of the 
projection fibers from the laryngeal center. This last named in- 
vestigator, as well as Brissaud, Déjerine® and Collins’, hold the 
view that the laryngeal muscles have a bilateral cortical representa- 
tion, but that the center upon one side innervates chiefly the muscles on 
the opposite side. With the evidence at hand, we are justified in 
locating the larynge al centers in man in the frontal operculum, at 
the most posterior portion of the third frontal convoluion, and at 


1 Nervous Diseases by American Authors, p. 408 (cited by Mills. 

2Cited by Mills, Horsley, Delavan and others (op. cit 

‘Phil. Trans., 1888, Vol. CLX XIX. 

4‘Annal, des Maladies de lV’ Oreille et du Laryne, 1SS8S6, tome 12, p. 2718, 

‘Cited by Collins, Twentieth Century Practice of Medicine, Vol. X, 
pp. 40-41, 

‘This investigator is supported in his view by two necropsies. 

7Op. cit. 
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the most anterior and lowest portion of the ascending frontal, just 
at the junction of the horizontal and ascending ramus of the 
Sylvian fissure, and it is thought to be better differentiated on the 
right than on the left side. Localized laryngeal palsies of cerebral 
origin are rare enough, but the fact that they may occur should not 
be lost sight of; and in all such cases whea opportunity presents, a 
necropsy ‘should be secured, for further light upon this subject is 
needed. 

It is unnecessary to speak of the pathological changes which may 
cause cerebral laryngeal palsy, for they in nowise differ from those 
which cause cere bral palsies of other groups of muscles; they are 
hemorrhage, softening, inflammation and edema. 

The motor nuclei of the laryngeal nerves form part of the great 
pneumogastric nuclei, and may, “like the nuclei of any other nerves, 
become the seat of chronic degeneration. This occurs, for instance, 
in bulbar paralysis, where several nuclei in the bulb are usually 
simultaneously attacked. It is possible that these nuclei may be the 
seat of hemorrhage or inflammation, but these ‘lesions confined to 
the nuclei of the laryngeal nerves must be exceedingly rare. 

Localized laryngeal palsy, already referred to, due to a lesion of 
the laryngeal nerve trunks, is far commoner than cortical or nuclear 
origin, and it is probable that the laryngeal branches of the tenth 
nerve are more frequently involved in disease than any other 
branches of that nerve, conse que sntly this phase of the subject is of 
great practical importance. The superior laryngeal nerve is largely 
one of sensation, while the inferior or recurrent laryngeal is ¢ shie fly 
one of motion, although from the first-named nerve the erico- thy- 
roid and lower constrictor muscles derive their motor fibers. 
Through the same nerve trunk pass two sets of fibers, one of 
which goes to supply the muscles which open_the glottis. and an- 
other to those whose function is to close it. The glottis, essential 
for respiration and phonation, is widened in inspiration and closed 
in coughing, and to prevent foreign bodies entering the larynx. 
The various lesions, unilateral or bilateral, produce certain signs 
which need not be detailed here, by which they may be ree ognized. 

The inflammation producing laryngeal periphe ral palsy may be 
part of a multiple neuritis, or it may be localized in the laryngeal 
nerves only, or these nerves along with the pharynx may be involved. 
The causes which produce neuritis in the laryngeal nerves are the 
same as those which produce it in other nerves, but the toxie pro- 
ducts engendered in ce rtain contagious and infectious diseases, con- 
spicuously diphtheria, are apt to set up a more or less localized in- 
flammation in the lenynget il and pharyngeal nerves, producing cer- 
tain palsies of the throat and larynx, because fibers supplying both 
adductors and abductors of the larynx are found in a single nerve 
trunk. Both these sets of muscles are apt to be involved in any 
peripheral nerve palsy. 

Occasionally traumata (sometimes produced by the surgeon’s knife) 
are responsible for peripheral laryngeal palsies. Larynge al palsies 
may be due to none of the foregoing causes, but to muscular weak- 
ness, prolonged exhaustion, or local inflammation, or to hysteria. 
This last-named cause I will notice briefly. Laryngeal paralysis 
may be the chief (it can scarcely be said the only) manifestation of 
hysteria. The diagnosis is to be made by the exclusion of all other 

‘auses of paraly sis, and a careful search for other sources of the 
iecen and its stigmata. The paralysis is often bilateral, but it 
may be unilateral, and may be combined with a certain degree of 
contracture of the antagonistic muscles. Féré* says: ‘These com- 
binations produce veritable symptomatic paradoxes; a paralysis of 
the dilators of the larynx, which ought to produce aphonia, but 


~ 


8Twentieth Century Practice of Medicine, pp. 536-537. 
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gives rise instead to an inspiratory hoarseness with dysphonia, while 
expiration is free and the voice is unaffected. Aphonia is, however, 
the functional trouble which is most frequently associated with par- 
alysis of the larynx in hysteria. 

‘Hysterical paralysis may be distinguished from mutism by the 
fact that in the former condition the patient can whisper, while the 
mute does not do so. The onset is usually rapid in hysteria, and 
the duration is exceedingly variable, from a few minutes to many 
years. Cases have been reported where patients suffering from 
hysterical aphonia have talked in their dreams or sung. In some 
cases there is anesthesia of the skin over the neck, and the mucous 
membrane of the larynx may be anesthetic 

The discussion as to the etiology of laryngeal paralysis seems 
chiefly to turn upon paralysis of abduction. writers agreeing in gen- 
eral as to other paralysis. Thus (1) paralysis of the superior laryn- 
geal nerve must often oceur as a sequel of diphtheria, as associated 
with extensive disease of the central nervous graen. and very 
rarely as the result of compression of the nerve; (2) paralysis of the 
whole group of muscles supplied by the recurre es nerve is due most 
frequently, especially on the left side, to pressure upon the nerve 
more rare ly to bulbar disease, ataxia. disseminated sclerosis, etc. 
and is very earely due, probably, to local processes; (3) paralysis 
of single muscles is due to locally acting agencies—fatigue, catarrh, 
syphilis, ete.; (4) paralysis of adduction is the result, - most 
cases, of debility from various causes. Hysteria is a cause, but the 
hysterie ‘al aphonia is more properly a paresis than a p: wralysis. Len- 
nox Browne considered it less frequent than has been thought, and 
that hysteria is frequently thought to be a cause owing to incomplete 
examinations too common in hysteria. Paralysis of abduction 1s at- 
tributed to three general groups of causes: (1) Lesions of the per- 
iphery; (2) lesions in the continuity of the nerve itself; and (3) 
lesions of ‘the central nervous system. All these causes have their 
advocates, though the view that this paralysis is due to a central 
lesion is the predominant one, and is gr metre to the majority of 
cases by even those who believe in an efficient cause from other 
lesions. 

Bosworth advocates this view alone, andthough he admits the oe- 
¢ ee nee of cases as the result of pressure upon the recurrent nerve 
he believes that in the se cases also some pathological condition in 
the medulla is probably present. Semon, Mackenzie, and others, 
have reported cases due to pressure upon the recurre nt nerve, and 
in a case reported by Von Ziemssen, not even microscopical changes 
of the nerves were found (Lennox Browne). Gowers mentions a 
case due f simple laryngeal catarrh, and another case during preg- 
nancy and disappearance after delivery, suggesting this case to be 
of reflex origin. Semon, to account for those cases in which pres- 
sure upon the recurrent nerve causes abductor paralysis with no in- 
terference of adduction, made a number of experiments proving that 
under electrical stimulation the adductors have greater vitality. than 
the abductors. Bosworth, however, considers these experiments 
a to be insufficient to explain the cases, and experiments m: ude 
by Hooper and by Donaldson were not in agreement with Semon’s 
results. The view has been advanced by Lennox Browne, Cohe n, 
and others, that the superior laryngeal nerve may have a part in 
this paralysis, its action being that of an adductor through the crico- 
thyroid and inferior constrictor muscles, and when from any cause 
the action of the recurrent nerve is suppressed, the superior laryn- 
geal would predominate. 

Dr. Shurly, (Detroit) said that in spite of the attention which had 
been paid to the functions of this apparatus by means of physiolog- 
ical experiments, and clinical and pathologic ‘al observations, know)- 
edge of the innervation of the larynx was still imperfect. He con- 
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sidered, however, that the fact had been established that there 
were two centers or sources of nervous action in the medulla and 
brain respectively; the one center especially presiding over the au- 
tomatic, and the other over the voluntary currents going to and 
from the larynx. If this were so, it was obvious that perplexity 
must attend the diagnosis and prognosis of any neurotic disturb- 
ances affecting these parts. Cases classed as hysterical paralysis 
were often difficult to understand. When really hysterical they 
might be transient, but there were cases of this sort which were 
really the early signs of brain disease, and were sure to be followed 
by some form of mental aberration. The more transient cases were 
probably due to a temporary break in the insulating envelope of the 
nerve fasciculi, which allowed of short-cireuiting, so to speak. The 
prognosis, however, on the whole, was as perplexing as the differ- 
ential diagnosis. 

Mr. Lennox Browne (London) said, that with regard to diph- 
therial laryngeal paralysis, it was worthy of note that this sequel 
was much more common in adults than in infants, and that in the 
former it was often persistent, thereby differing from almost every 
other diphtherial sequela. Dr. Daly had fully treated of paralysis 
of the left recurrent, and had pointed out that it generally indicated 
leep intrathoracic mischief, such as cancer, syphilis, or but he 
had left untouched the circumstance that in the rarer case of par- 
alysis of the right recurrent the lesion was generally highe Ar up, and, 
as Mandl first indicated, was usually due to apical mischief, pul- 
monary or pleural. As to hysterical aphonia, the speaker was in 
accord with Dr. Shurly, that it was more often a premonition of 
structural chayges in the brain—or in the chest—than is generally 
taught, and the cases related by him ‘were valuable clinicé al contribu- 
tions. As to diagnosis of this form of laryngeal paralysis, it was 
useful to remember that in addition to the fact that while voice 
was aphonic, cough was phonetic; dumbness, otherwise paresis of 
articulation, was a sure sign that the loss of voice was only fune- 
tional. 

Dr. Bryson Delavan (New York) called attention to the fact that 
in right recurrent laryngeal paralysis, the presence of a lesion at 
the apex could seldom be demonstrated by physical exploration, 
although undoubtedly present in a certain proportion of cases. He 
had seen many cases in which it had been impossible to demonstrate 
the cause of the trouble, except possibly post mortem. As the sub- 
jects of the affection might live for many years, it was difficult to 
secure the necessary information on the question, and greater light 
was desirable. He ‘mentioned two cases, both in women, in which 
right recurrent paralysis had apparently been caused by an attack 
of intra-laryngeal diphtheria, and had pe ‘rsisted in one case for six, 
and in the other for seventeen years 

Dr. Permewan (Liverpool) re marked on three points: First, as 
to etiology, he was of the opinion that in case of paralysis due to 
organic disease, syphilis, either directly or indirectly, was the most 
frequent cause. It acted either by the direct effect of gummatous 
deposit, or by the production of chronic disease in the nervous cen- 
ters or peripheral nerves. Secondly, as to the significance of bilat- 
eral paraly sis. This was most commonly due to central disease, but 
Dr. Permewan had recently an opportunity of observing a ease of 
bilateral paralysis due to pressure upon both recurrent laryngeal 
nerves, and the possibility of this must always be borne in mind. 
Thirdly, the existence of hysterical paralysis of a definite character 
was, he thought, fully established. It was very important, however, 
to distinguish hysterical cases from those in which aphonia was only 
one symptom of complete paralysis. 


The Correction of Nasal Deformities by Subcutaneous Oper- 
ations, by John O. Roe, M. D., Rochester, N. Y. [Abstract.] 


Dr. Roe pointed out that the early advantage of subeutaneous op- 
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erations was the exclusion of air from the wound, thereby avoiding 
the subsequent inflammation that followed the exposure of the 
wound to the air, but that at the present time the only advantage of 
performing operations subcutaneously was the avoidance of a wound 
of the skin on any of the exposed portions of the body. The impor- 
tance of correcting nasal deformities on account of the prominence 
of the nose, and the conscious effect of such deformities in infiuenc- 
ing the habits and thoughts and social life of a person was then 
pointed out, and also the importance of correcting * son deformities 
without wounding the skin, so as to leave as few traces as possible 
of the previous disfigurement. Nasal deformities were usually di- 
vided into two main classes—idiopathie or congenital, and traumatic 
or aequired; but from the surgical standpoint, Dr. Roe classified 
them into the deformities which affected the bony portion of the 
nose, and the deformities which affected the cartilaginous portion. 

Deformities of the bony portion might be vabdivided into (a) ver- 
tical—that is, those which distorted the dorsal profile, in which the 
dorsal line was too convex or too coneave; and (b) lateral—that is, 
those which, when viewed from the ieoust, presented unusual devi- 
ations from the normal contour, whereby the bony portion might be 
either spatulated or deflected. Deformities of the cartilaginous por- 
tion might be subdivided into (a) those which aflected the tip of the 
nose, whether excessive or defective in the amount of tissue or dis- 
torted from its normal direction, and (b) those which affected the 
wings of the nose, which might be either collapsed or abnormally 
expanded. 

Deformities of the Nose. 


Bony portion. Cartilaginous portion 


| | 
Vertical. Lateral Tip Wings, 
| 


i | | | 
Convex. Concave. Spatu- De- Excessive Sevindinn Col kx 
lated. flected. or from lapse panded 
deficient med. line, 
in tissue. 


This classification of nasal deformities, however, did not apply to 
or include those deformities resulting from extensive destruction of 
the hard or soft parts by syphilis, lupus, or other diseases, or by 
accidents in which metallic or other artificial supports, or plastic 
operations involving the integument, were required for their correc- 
tion. 

Dr. Roe then described the different deformities as they were 
found, and the etiological relations which they sustained to local 
causes and various systemic conditions. 

In the treatment of nasal deformities he pointed out that the 
beauty of the nose depended almost entirely upon its symmetry so 
long as the disproportionate relation between the size of the nose 
and the size of the face was not too great; therefore, in correcting 
the deformities of the nose, it was necessary to study the symmet- 
rical relations of the different parts of ‘the nose to one another, 

rather than its proportionate relations to the face. He also pointed 
out that owing to the great variety of causes and conditions of the 
deformities of the nose, the operations required for the correction of 
these deformities must be equaily varied. 

There were, however, general underlying principles governing the 
different operations which must be observed in order to ace omplish 
the desired results. Thus in convex vertical deformities of the bony 
portion of the nose, or excessive developme nt of the tissue of the 
tip of the nose, the excessive or redundant tissue must be removed; 
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whereas, in the concave vertical deformity of the bony portion of 
the nose, or the defective development of the end of the nose, the 
hollow portions must be filled in with tissue taken from some other 
portion of the nose where it could be spared, and the glevated por- 
tions reduced, so as to make the nose symmetrical. n the case of 
injury to the nose, in which there was displacement rz ither than de- 
struction of the tissues, the operation consisted in replacing the tis- 
sues in their original position, or so adapting them as to render the 
contour of the nose symmetrical. In every instance, however, the 
operation was to be performed subcutaneously from the interior of 
the nose. 

Dr. Roe then described a number of cases illustrating the manner 
in which the various operations were performed, and exhibited en- 
larged photographic illustrations of patients before and after oper- 
ations. He also stated that there were three conditions which must 
be observed in order to ensure success in these operations: 

1. The first was thorough antiseptic precautions, for if suppura- 
tion in the wound should take place, edgrafted tissues would be de- 
stroyed, and not only the object of the operation be defeated, but 
the deformity of the nose would be increased thereby. 

In the next place, the plan of the operation must be carefully 
studied, in order that the ah s at disposal might be utilized to the 
best advantage. 

3. In the third place, great care and attention subsequent to the 
operation were as important as the operation itself, for no matter 
how well directed the operation might be, the object could not be at- 
tained unless scrupulous attention was paid - the healing process. 
The parts must .not only be held in place by retentive appliances, 
but the shape of these appliances and the dressing must often be 
changed from day to day, as the swelling subsided and the union of 
the parts took place. 

Frequently the principal or main operation must be supplemented 
by minor oper: wrth for the correction of slight defects. An unduly 
prominent portion might require lowering au ul a depressed part 
raising, and so on until the work was comple ted. 


Recent Progress in the Surgical Treetment of Malignant 
Disease of the Larynx. By D. Bryson Delavan, New York. 
The past two years several important papers and at least one exten- 
sive work upon malignant disease of the lary NX have been published. 
These articles give not only the personal results of distinguished oper- 
tors but two of them at least, the Lettsomian lectures of Mr. Watson 
Cheyne and the elaborate treatise of Rendaie k, are most important 
additions to the general knowledge of the disease. The description 
- the operation and the after history of the case reported by Dr. 
. Solis-Cohen, of Philadelphia, in which the free end of the trachea 
was brought out at the wound in the neck and there attached, all 
communication between the trachea and the pharynx being cut off, 
the man now alive more than five yaers einen the operation, pos- 
sessed of a good voice and without artificial aid either in breateing 
or spe aking—marks an era in the history of laryngectomy, and con- 
stitutes a brilliant addition to the resources of conservative surgery. 
The reports of cases operated upon by Mr. Butlin and Sir F. Semon, 
of London, show that by the diligent care which they have be- 
stowed upon their patients, the fertility of their invention in sug- 
gesting new devices or adapting old ones to their necessities, and 
the keen perception with which they have obtained the earliest pos- 
sible diagnosis in doubtful cases, they are fully justified in the bril- 
liant results which have been their we Il deserved reward. Another 
valuable contribution is the excellent report of cases of thyrotomy, 
i Professor Clinton Wagner of New York. _ In the latest publica- 
tion on the subject Schmiegelow, of Copenhagen, gives a valuable 
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Turning now to the methods of operating which hay f late ap- 
peared to meet the best success, we find that they may | divided 
into three groups: 

l. Thyrotomy, with or without partial laryngectomy. 

_ & Complete laryngectomy by the method adopted in Solis Cohen’s 
case. 

3. Complete laryngectomy in cases of extensive laryngeal disease 
with glandular involvement. 

j 


Examples of all three are beginning to multiply to such an ex- 
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tent that it will not be long before we shall have a collection of de- 
tails sufficient to afford fairly positive knowledge of their real value, 
together with a fund of technical information relating to the subject 
which cannot fail to be of material aid for future guidance. 

A short consideration of these methods would not be without in- 
terest did time permit. Full and complete descriptions of them have 
already been given to you, however, and may readily be found in the 
columns of the journal of this association, in the Transactions of the 
American Laryngological Association, and in the London Lancet. 
If there should be any one who contemplates operating upon a pa- 
tient suffering from malignant laryngeal disease, it will be well for 
him, however experienced he may otherwise be, to study the writ- 
ings of Butlin and Semon, of Solis-Cohen, and of Watson Cheyne, 
with diligent care. Let it be said further, that such operations are 
too dangerous to be entrusted to any but the most careful and exper- 
ieneed hands. 

In the diagnosis of malignant disease of the larynx the past year 
has brought little that is new. Indeed, investigation has of late 
succeeded not so much in developing a knowledge of new diagnos- 
tic points as in proving the unreliability of several which have hith- 
erto been regarded as useful. Thus, the microscope has not sue- 
ceeded in enabling us to differentiate between a simple growth of 
the papillomatous variety and one which in its earliest stages resem- 
bles a papilloma and fails to give the distinctive marks of malig- 
naney, but which is in reality, or at least becomes, malignant. 
True, the clinical evidence in a case may aid the histologist in ar- 
riving at a correct interpretation of doubtful microscopic appear- 
ances, and, on the other hand, he must not be held to too great 
accountability for errors or uncertainties arising from faulty spec- 
imens—that is, from specimens of insufficient size or not inclusive of 
the full thickness of the growth. The practical difficulties in the 
way of utilizing the microscope to advantage in the earliest stages 
of the growth are very great. What is needed issome unerring sign 
or unmistakable reaction which will prove that there is a difference 
between cases which now appear identical. 

In looking for an early sign of laryngeal cancer some have 
thought that the position of the growth was more or less diagnostic. 
Thus, a suspicious papilloma originating upon the anterior half of a 
voeal band was probably benign, while a similar appearance upon 
the posterior half of the band or in the posterior commissure was 
malignant. While the latter proposition may often be the case, the 
same cannot be said of the former, as has been the experience of 
the writer in more than one instance. 

When the growth originates well forward in the larynx there is 
often the loss of another sign, namely, the restriction or abolition of 
the natural movement of the larynx in inspiration due to infiltration 
of the neighboring muscles. |The writer has lately seen a patient in 
whom, with well marked epithelioma of the anterior half of one side 
of the larynx, the laryngeal movements were complete and abso- 
lutely symmetrical. Finally, hoarseness of the voice, the earliest 
and most constant sign in most cases of cancer, is also present in 
nearly every other disease which affects the interior of the larynx. 
Even if the true cause of it were to be surmised, the difficulty of 
proving the actual nature of the case so early in its course would 
make it impossible to apply surgical means for the attempted erad- 
ication of the disease on such slender grounds. 

It has seemed for some time past that, while much progress was 
being made in the technique of laryngeal operations in general, and 
in the care of the patient and of the local wound after operation, the 
subject of tracheotomy preliminary to extensive laryngeal oper- 
ation had never been satisfactorily considered. Thus, most writers 
upon the subject treat of it in combination with operations upon the 
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parts above, not always appearing to realize that the conditions as 
between excision of the jaw and laryngectomy may greatly differ and 
that what might be true for the one class of cases would not neces- 
sarily follow for the other. 

Preliminary Tracheotomy.—We will consider two principal proposi- 
tions regarding it: 

1. Is preliminary tracheotomy a necessary measure in the surg- 
ical treatment of laryngeal cancer? 

2. If required, at what time with relation to the m: ijor operation 
should it be performed? 

The necessity fora preliminary tracheotomy is generally conceded 
and there are few surgeons who would atte mpt to operate under ex- 
isting methods without re sorting to it. 

Murray in a recent article on the subject,'! advocates its use on 
the well known grounds that it prevents the entrance of blood and 
septic matter into the trachea during the operation, and at the same 
time admits of the continuous and convenient administration of the 
anesthetic, thus permitting a complete and satisfactory operation. 
The possibility of the entrance “ considerable blood into the tra- 
chea is a danger peculiar to these cases, and calls for every precau- 
tion on the part of the surgeon to weld itsoceurrence. Should such 
an accident happen, sudden death by asphyxia may follow, or, if 
the patient be rescued by prompt trac ‘heotomy, he may later suc- 
cumb to septic pneumonia. While the degree of danger no doubt 
depends upon the. quantity of blood which may gain access to the 
trachea, stillit is not impossible that the entrance of even a small 
amount may be very disastrous. The liability of the aspiration 
of blood is increased in operations requiring considerable time, 
and where complete anesthesia, together with a recumbent po- 
sition of the patient, is of advantage, “and it is in this class of cases 
that the preliminary measure is of the greatest value. Of equal im- 
portance is the prevention of the entrance of septic matter. These 
with other considerations which will be dealt with later on, prove 
without doubt that preliminary tracheotomy is a necessary adjunct 
to extensive oper: ations pe rformed upon the larynx. 

More important than the subject just discussed, because less un- 
derstood and appreciated, is the vital question as to when with rela- 
tion to the major operation the preliminary tracheotomy should be 
performed. Some excellent surgeons, among them Mr. Watson 
Cheyne, advocate the insertion of the canula immediately prior to the 
main operation, on the ground that the patient is thus saved the 
anxiety and shock of two separate procedures, and becanse, as is 
claimed, that no special advantage is likely to be derived from its 
earlier application. 

In the case of operations upon the tongue, the jaws, or the 
pharynx, this may possibly be true. In operations upon the larynx 
requiring tracheotomy, however, there is no doubt that many of the 
conditions are essentially different from those present in the pro- 
cedures mentioned above, and that, for special and important rea- 
sons, the plan of operating must be so conducted as best to meet 
them. The conditions referred to affect not alone the convenience 
of the operator nor the mere comfort of the patient. They are based 
upon reasons physiological, pathological, and surgical. Upon the 
intelligent and skillful treatment of them will often depend the sue- 
cess of the case, andeven the life of the patient. It is necessary to 
understand, therefore, what they are and how they may best be met. 

Of the physiological conditions which distinguish extensive op- 
erations upon the larynx from those performed higher up in the air 
passages, the most important is the close proximity of the pneumo- 
gastric nerve to the site of the operation. Just how much influence 
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upon the successful progress of the case may be exerted by injury 
to this important trunk during operation or by irritation to it after- 
ward from some of the various accidents of inflammation which may 
follow is difficult to say. Doubtless if the history of past cases of 
laryngectomy could be fully understood, much interesting and val- 
uable- information on this point would be brought to light. Pg 
field for study, it is yet a comparatively open one. These are many 
cases, however, in which the symptoms of phrenie¢ irritation seem to 
have been distinct, and not a few others in which obscure symptoms 
would very probably have found their explanation in it. 

With regard to the insertion of the canul: 1, it iscertain that the ir- 
ritation of this and other neighboring parts is apt to be more severe 
immediately after operation, and that with the lapse of a few days 
the tolerance of the patient to the presence of the tube is greatly in- 
creased. 

More important even than the above are the changes which the 
tracheal tube necessitates in the physiology of respiration. The 
sudden elimination from the process of breathing of almost the 
whole of the upper air tract, with all which that implies; the expos- 
ure of the trachea and bronchi to air thus deprived of suitable prep- 
aration for its reception to the lungs, and, finally, the sudden in- 
crease in the amount of oxygen admitted in cases where pre-existing 
stenosis of the larynx has been severe—all tend to d peg the gen- 
eral equilibrium of the patient, and to cause locally a greater or less 
amount of annoying, or even dangerous irritation. It is desirable, 
therefore, that at the time of the major operation, and afte rward, 
the patient should be relieved of as many of these complicating mat- 
ters as possible. 

Another consideration of interest in this connection is that in per- 
forming an early tracheotomy the changed conditions of respiration 
are assumed at a time when the patient is in a quiescent state, and 
when being mentally and physically less disturbed than it is likely 
that he could be after the major operation, he ean, —_ the least 
physiological irritation, and the maximum of convenience to himself, 
acquire a sufficient knowledge of the mechanism of the tube, the pr 
culiar management which it requires, and the effect of its use upon 
himself. The value of this preliminary experience has often been 
underestimated. Indeed, vith a patient of fair intelligence, it is a 
good plan to fully instruct him beforehand in the differe nt points 
upon which he should be informed. Thus, after operation, the pa- 
tient will be able to receive with intelligence and with far less diffi- 
culty the directions which may be given to him, and his physical 
comfort and mental quietude be thereby gre atly increased. 

The performance of an early tracheotomy is thought by some to 
subject the patient, after the major operation, . Nygase danger of sep- 
tic infection from the tracheal wound. While it must be admitted 
that this is not impossible where the canula is inserted within a few 
days before laryngectomy, it does not follow that it will take place 
if the tracheotomy is performed at a time sufficiently long before 
the former to allow the wound to be tolerably well healed. Septic 
infection or pneumonia, if they were to develop, could hardly be due 
to the influence of the trache al wound if the latter had passed the 
stage in which infection is likely to occur. Again, the gener il con- 
dition of the patient suffering from progressive larynge ‘al stenosis is 
invariably less favorable than when normal respiration is possible. 
The restoration of a sufficient supply of oxygen to the system is 
sure to be followed by improvement, especially in the anemia, mal- 
nutrition, and depression, which are generally present. In this re- 
spect, therefore, the early operation is of great value as preparatory 
to the successful issue of the later one. 

The effect of laryngeal stenosis upon the bronchial mucous mem- 
brane is, of course. irritating, and especially in cases where the 
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dyspnea has existed for some time, bronchitis is often present’ 
will be materially benetited by the free admission of air to the lung 
and by the generally improved tone of the system which fo 
tracheotomy. Finally, there is one consideration which se¢ 
have escaped general attention. In all cases of serious inflammat 
disease of the larynx the severity of the symptoms Is increas 
the physiological Use of the organ. The state of quietu le 
follows tracheotomy, from the cons yuent abolition of the re 
tory movement of the larynx, is almost always accompanied 
marked amelioration in the local condition, whieh may continue t 
vance for several weeks. The advantages of this at the time 
main operation are obviously many and important. and 
where the congestion is such as to make it diffi I 
between diseased and healthy parts : sufficient 
fully warrant the sacrifice of a few days’ t 

of a small and unirritated intra-laryngeal 
early, and where Im consequence there is ore 


gestion, and, therefore, little prospect of improvement 


otomy, the above remarks do not apply. Cases are not 
however, where they are found to be of distinet 
hoped that they will be accorce i the consi ration wl 
seTvVve, 

Several of the sur 
have been generally recogn 

Much valuable time is saved 
ration: the patient Is spared a certain amount of shoe 
of hemorrhage, and the undivided attention of the 
concentrated upon the difficult task which confronts hin 
moval of the larynx. 

Again, the administration of the anesthetic throug! 
is rence red easier, both ror the anesthetist and the 
when given in the usual way. 

Lastly, a point of great . al importance has 
mv notice in connection with the method of laryngectomy 
by Dr. J. Solis-Cohen. In that operation the larynx is 
moved and the severed end of the trachea is turned forv 
fastened to the edges of the external ineision in the neck. 
case of this kind orally reported to me several months ago, 
had been no early tracheotomy, and, in conse¢ 


uence, there 


cicatricial adhesion of the parts, and when the edge sof the tra 
were stitched to the cervical wound there was free movement 
the former, with every effort of respiration, and the sutures entire 
failed to keep the parts properly together. Thus, union couls 
tuke place, the operation was a failure. and the patient died. 

With an early preliminary tracheotomy considerable cica 
adhesion takes place between the walls of the trachea and the 
wound in the neck, and while this is attended with no special disad 
vantage to the patient, it becomes a matter of vital importance when 
he must submit to Cohen’s method of extirpation of the larynx. 
For the larynx having been removed and the severed end of the 
trachea brought out at the opening of the neck, the soft parts of 
the neck are already sufticiently adherent to the trachea by means 
of the cicatricial tissue to hold the united surfaces in steady apposi- 
tian, and thus, with the aid of the proper sutures, secure satisfac- 
tory union. The value of this is obvious, and, therefore, need not 
be dwelt upon. 

The truth of the above statements being admitted, there can be no 
doubt that early tracheotomy possosses advantages which should in- 
sure its employment in all suitable eases. It would also appear that 
the greater the interval of time within reansonable limits between 
the preliminary operation and the major one, the better. at least ten 
days being a desirable minimum. Of course, if the disease within 
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the larynx is making evident progress, and the speedy removal of 
the disease is imperatively necessary. the surgeon must be guided- 
by the best judgment at his command. In most cases, however, the 
delay of a few days will be more than compensated for by the ad- 
vantages which I have tried to describe. 


Discussion on the Ultimate Results of Operations on the 
Mastoid. By F. Buller, M. D., Montreal 


The pathological conditions which necessitate operations for the 
nmaeeel of inflammatory products pent up in the bony spaces of the 
mastoid region may be considered under two headings: 

1. Those in which the bone is inflamed and softened, with or with- 
out purulent infiltration, or more circumscribed collections of pus, 
but in which there is no actaul caries of the bony structure. 

Those in which actual death of the bone has occurred more or 
ae extensively, either in the form of caries or necrosis, or both. 

Iu the first class decomposition of the inflammatory exudation or 
of the tissues involved has not taken place, there is no fetid or 
ichorous pus. I am not prepared to say that fetid pus may not occur 
in this class of cases. but I have not seen it. As a distinct type of 
mastoid disease we meet with these cases during or shortly after 
acute purulent disease of the middle ear, and more often in adults 
than in children. 

The second class occurs in the more chronic forms of middle ear 
suppuration, and more often in children than in adults, though by 
no means rarely in the latter, In these cases the carious bone may 
not be confined to the mastoid, but often involves other parts, such 
as the walls of the external auditory canal, the tympanic cavity, 
end, in fact, any part of the te mparal bone adjacent to the mastoid 
or tympanum. It is obvious that this class of mastoid disease is far 
more serious than the former, and the results of operative treatment 
correspondingly uncertain, the cure more diffiult, and often less 
complete. 

I cannot at short notice give a definite statement, sustained by re- 
corded facts, as to the final results of the many operations I have 
performed in both varieties of mastoid disease but of this I am 
certain, that in the first class I have never seen an unfavorable re- 
— when the bone was opened before the occurrence of intra 

ranial complications. All such cases recover perfectly in a few 
weeks after operation, even to the extent of regaining perfect, or 
almost perfect, hearing; and I have never known this form of mas- 
toid disease to recur on the operated side, though I have seen many 
of these cases ten, fifteen and twenty years after the operation- 
In other words, the cure is always permanent. 

The restilts may be very different when there has been extensive 

saries of the bone, or perhaps only a limited caries, in an inacces- 
sible position. When an operation is to be done under these cir- 
cumstances no definite rules can be followed; the operator is simply 
obliged to follow, trace out, and remove diseased bone and inflam- 
matory débris as he goes along, only staying his hand when he has 
remov ‘ed all the diseased bone, ete., that can be reached, or when, 
in his judgment, prudence dictates that he should go no further. 
There is no part.cular reason to dread penetrating the lateral sinus, 
but the ‘facial nerve is the structure which gives the operator greatest 
anxiety. He may find extensiye destruction of the tympanic walls, 
the walls of the sinas, or adjacent cranial cavity. If such be the 
condition of things found, it is not to be expected chat healing will 
always promptly ensue, that the discharging ear willat once become 
healthy, that hearing will be restored to any considerable extent. 

Although most of these cases do ultimately recover—or, at least, 
do not terminate fatally—a certain proportion succumb to intrae ranial 
complications, others only get well after prolonged suppuration from 
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the middle ear, or from fistulous tracts leading to deep-seated re- 
sidual diseased bone, often with great impairment, or sometimes 
total loss of hearing in the diseased ear, 

The worst and most tedious cases of this kind are those in which 
there is obviously strumous diathesis; but even here the prognosis 
is not altogether hopeless, and much may be accomplishe i by pro- 
longed and careful treatment, both local and ,general. Diseased 
bone, which coal not at first be safely removed. may in time loosen 
and come away of itself, or be removed by means of secondary 
operations. My experience of operations for the relief of intra- 
eranial complications is so limited that I do not feel justified in 
making any positive statement as to the results attainable in such 

vases. I haye only seen one case in which an abscess in the temporo- 
sphenoid: ul lobe was reached, after opening the mastoid by trephin- 
ing the skull, and successfully evacuated, though I have seen sev- 
eral in whie h brain abscess might have been evacuated had a posi- 
a diagnosis been made soon enough. 

I do not believe that the gravity and importance of mastoid dis- 
ease is as yet fully appreciated by general surgeons. The writer of 
a well known work on operative surgery speaks of the operation: 

“This little operation may be performed so-and-so.”’ He evidently 
imagines that the surgeon has done all that can be expected of him 
when he has succeeded in boring a hole through the outer table of 
that part of the skull. We otologists may be excused for thinking 
differently; we have learned that the more thoroughly we remove 
the diseased tissue the better will be our patient’s chance of recov- 
ery. We know that the operation may be easy, simple and safe; 
but also that it may be most tedious, difficult and dangerous. 

We never know exactly what we are going to meet with until we 
have begun the operation, and we never meet with two cases the ut 
are exac tly alike in every detail. For individuality, mastoid disea 
bears the palm against all surgical conditions hence the increasing 
respect it comm: unds from all e xperienced otologists. 

[Dr. Buller also reported the following case, and observed that, 
although some of the notes of the case had appeared in previously 
published hospital reports, it had never been recorded from an oto- 
logical point of view; the following notes had been made in order 
that the case might go on record as illustrating the course and 
progress to recovery of a very severe sequel to suppurating middle 

ear disease. For the report he was large ly indebted to Dr. H. 5. 
Shaw, late house surgeon in the Royal Victoria Hospital, aa for- 
merly his assistant the re. ] 

““D. K., aged 10 years, was admitted to the wards of the Royal 
Victoria Hospital on May 18th, 1894, complaining of severe frontal 
he: udache and pain over the left mastoid process. 

** History.—Five ye ars before admission, after a severe cold and 
sore throat, the patient’s ears began to discharge, and have been 
discharging intermittently ever since, and there has been marked 
deafness. On May 12th he was feve rish, felt dizzy on standing up, 
and complained of frontal headache, and pain over the mastoid re- 
gion. The pain continued to increase, so that the patient got no 
rest by night or day. There was no history of rigors, but occa- 
sionally vomiting occurred before his admission to hospital. 

Condition on Admission.—The patient was a well-nourished boy, 
rather dull of comprehension, but evidently suffering greatly. The 
temperature was 103°, pulse 88, respiration 30. There was chronic 
suppurative otitis media of both ears; on the left a comparatively 
recent exacerbation with pain. The left mastoid presented no ex- 
ternal abnormality, except tenderness over the surface and posterior 
border, but without a trace of swelling. There was, however, mod- 
erate swelling and tenderness in the neck immediately below the 
ear, beneath the anterior to the sterno-mastoid muscle. The left 
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auditory canal contained a small quantity of very fetid secretion, 
which, when syringed oly was found to consist of epithelial débris 
and fetid purulent matter. The floor of the canal was occupied by 
a polypoid excrescence, about half filling the lumen. The state of 
hearing could not be determined certainly, but by Politzer’s infla- 
tion there was found to be perforation of each tympanic membrane. 

Other organs were normal. 

‘*Treatment.—One day after admission, the patient’s condition be- 
ing unimproved, Dr. Buller cut down on the mastoid. The surface 
of the bone showed numerous enlarged emissary veins behind the 
meatus, and the bone, easily pene trated by a cutting scoop, was soft 
and porous. At a depth of a few millimeters the softened bone was 
found carious and_ infiltrated with pus; following this, an opening 
was soon made into a large cavity, evidently the sigmoid sinus, 
which was found filled with fetid débris. After removing the dis- 
coverable diseased bone, and cleansing out the sinus, the wound was 
pac ked with iodoform gauze. 

‘Ligation of Internal Jugular. —Two days later, May 2Ist, as the 
temperature had not subsided, it was deemed advisable to ligate the 
internal jugular vein. Under chloroform Dr. Bell cut down over 
the course of the vein and came upon the sheath of the vessels, 
which formed a firm mass of infiltrated tissue, in which it was found 
very difficult to a the structures. For the purpose of get- 
ting at the sheath more readily the omo-hyoid muscle was divided, 
and the jugular vein end empty at this part, which added to the 
difficulty of dissecting it out from the edematous tissue. The jugular 
was divided between two ligatures. The plugging was removed 
from the mastoid wound, and a considerable quantity of sloughly 
tissue removed with a gouge. After thoroughly cleansing the inte- 
rior of the sinus, the membranous outer wall was pushed bac kwardand 
inward, and the cavity packed with iodoform gauze. Subsequently 


the — nt made an almost uninterrupted recovery, and left the hos- 


pital on July 4th, with directions to return for treatment of his 
otorhea 

** Present Cundition.—On August 30th, 1897, the wound in the neck 
and over the mastoid are marked by small sears. He has no pain or 
trouble in or about the ears, except that both ears are still discharg- 
ing. The right ear has very fetid pus coming from a perforation 
in Shrapnel’ s membrane, surrounded by granulations. The left 
auditory canal is filled with a polypoid growth, but the discharge is 
not offensive. The watch is heard on contact in front of and behind 
the left ear, but not over the meatus, and on contact in the right 
ear. The case is now one of ordinary suppurative otitis media, which 
could be much improved by treatment, but is entirely neglected in 
his present surroundings. ”’ 


Acute and Chronic Cases. By Albert H. Buck, M. D., New 
York. 

In considering the question before us I shall follow the example 
of Dr. Buller, and limit my remarks to those cases in which the 
disease is more or less strictly confined to the mastoid region and 
middle ear. For our present purposes these cases may be consid- 
ered in two separate groups—the acute and the chronic. In cases 
belonging to the former group the operation is almost always suc- 
cessful; and if, in course of time, it be found that operative inter- 
ference has not arrested or entirely cured the disease, the inference 
is warranted that our methods of procedure have been in some 
respects defective. In the chronic cases an equally favorable result 
may be expected from a thorough removal of all bone tissue that 
is diseased- There, however, the interference required is apt to be 
much more extensive than in the acute cases. It is not always an 
easy matter to decide, from inspection and from the degree of firm- 
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ness which the bone manifests, whether we may safely allow it to 
remain. <A high degree of vascularity, as shown by the color and 
by the persistent and copious character of the bleeding from the 
cut surface, and especially any evidence of an established stasis in 
some of the vessels, should be accepted as indications that the bone 
so involved is not likely to return to a condition of health, and con 
seque ntly, should be removed. The mere presence of granulation 
tissue in the pneumatic cells (without any recognizable xmount of 
pus), is also a good indication that the bony framework in their 
vie inity should be entirely eut away. The grosser indications of 
disease will scarcely escape detection, provided the field of opera- 
tion is made large enough to bring all the suspected parts into 
view. 


Risks and Complications. By Hugh E. Jones, L. R.C.P., M.R. 
C. Bie Live rpool. 


I will limit my remarks to cases of chronic suppurative middle ear 
diseases which have presented no acute symptoms, at any rate within 
the fe *w wee ks or months pre ceding the operi ition; that a to say, 
cases in which the operation has has been one of expediency rather 
than one of urgent necessity. Within these limits, my e = rience 
has extended to about thirty cases. 

The operation I have performed in the cases under discussion is 
the radical one known as the Stacke-Schwartze, or Panse-Kérner 
operation, This is now so well known that it requires no description. 
The possible objections based upon results are: 

lL. The Possihility ofa Futal Result.—No fatal result has oceurred 
in my cases. I have had two deaths in cases* which do not come 
within the limits prescribed above. A baby (probably syphilitic 
aged 3 months, with a large mastoid abscess, died from convulsions 
a few hours after a simple operation (incision and opening of the 
antrum). A man with extensive necrosis of the mastoid died of 
diabetie coma five days after the operation, The necropsy revealed 
the intra-cranial extension of the septic process. 

2, Facial Paralysis.—This is undoubtedly a most distressing result 
when it does oecur, but I think the operator suffers a great deal 
more than the patient. I have had two cases of temporary and two 
of permanent facial paralysis following operation. They all occurred 
in my first dozen cases. I think those who prefer the risk of intra- 
cranial complications to the risk of facial paralysis underrated the 
magnitude of the former and overrate the disadvantages of (partial) 
permanent facial paralysis—I say partial, because in my experience 
the paralysis has never been quite comp lete. One patient, a good- 
looking young schoolmistress, told me four years after the operation 
that she had not regretted the operation, because the relief from pain 
and discomfort had more than counterbalanced the disfigurement of 
the facial paralysis. That operation was done chiefly to relieve per 
sistent pain in a densely sclerosed mastoid, Both the otorrhe ‘aand pain 
had ceased entirely. In order to avoid injuring the facial nerve it is 
imperative that the operator should see well into the depths of the 
cavity he is making. The difficulties in the way of this are the trickling 
of blood into the cavity andthe unmanageableness of the partially de- 
tached auricle and the soft parts of the meatus. I have tried all sorts of 
metal retractors and guides without boing entirely satitfied, and 
have resorted to a very simple plan which seems to me to meet the 
difficulty. A simple strip of a. n 10 inches long, 2 or 3 inches wide 
at one end and tapering to a point at the other, is used as a re- 
tractor in the following way: After the auricle has been partially 
detached and drawn forward, and the soft parts separated from the 
meatus, the narrow end of the linen strip is pushed down to the bot- 
tom of the cavity so made; the blades of a pair of sinus forceps are 
then introduced into the meatus proper, and the end of the linen 
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strip caught and drawn through until the wide middle part covers 
the cut surface of the auricle; the ends are then give n to an assist- 
ant, who pulls both forward together until the auricle and soft parts 
of the meatus are well out of the operator’s line of sight. The 
pressure exerted on the cut surface stops the oozing of blood very 
quickly. I have had a similar instrument made out of India rubber, 
with bands for fixing it in position without the aid of an assistant, 
but I prefer the simple linen strip. This can be cut at a moment’s 
notice from a linen or calico bandage, can be boiled, is never used 
twice, and costs nothing. 

3. Giddiness and vomiting never lasted more than 24 hours, and 
caused much distress in one case only. 

4. Tinnitus.—I have had no complaints of tinnitus as a result of 
the operation. 

5 Increased Deafness.—Two cases of obstinate progressive deafness 
continued to get worse after operation. 

6. Failure to Improve Hearing.—The great majority of my cases 
were definitely oan several greatly improved. At least two cases 
improved from watch 2” or 3” to watch I8” or 20’. This improve- 
ment has, however, not been maintaine d. As cicatrization proceeds 
the hearing 1s worsn again until watch 3” or 4” is reached. With the 

exceptions of the cases under the last heading, I am not aware that 
any case has ultimately been worse than before operation. Includ- 
ing the above exceptions, I can remember five which did not improve 
afte ‘Yr operation. 

7. Failure to Relieve Pain.—I can recall five cases operated on 
chiefly on account of pain. They have all been very much freer, and 
some entirely free from pain since the operation. 

8. Failure to Completely and Permanently Arrest the Discharge.— 
This is, perhaps, the objection most frequently heard, and as the 

- raption is in the majority of cases performe d with the principal 

ject of stopping an intractable suppuratiou, it is an objection 
which requires very careful and fair concideration. I am not pre- 
pared to quote accurate statistics, but, relying largely on my mem- 
ory, I give what I hope is a fair account of my results. Of cases 
which have passed _s observation from three to six months after 
operation, the great majority had ceased to have any dicharae, 
though in somea little mucus could generally be detected lying in the 
fundus of the tympanum. Of those who have continued to come up 
for inspection at intervals, about half have dry tympana, with slight 
accumulation of wax. Four or five others have kept well for sev- 
eral months at a time, and then have had mild attacks of muco- 
purulent catarrh. The remaining four or five have never been per- 
fectly free from a slight inodorous discharge of a mucus or muco- 
serous nature. Not one has, so faras my knowledge goes, had 
persistent offensive or blood-stained discharge. I have been able to 
compare with these cases concurrent ones of a similar nature, in 
which operation hed been declined. I have no hesitation in saying 
that the comparison has nearly always resulted in favor of the cases 
which have been operated upon. 

At first sight this statement may not appear to be a very favorable 
‘one, but if the following points are taken into consideration the 
reverse will be the case. The operation has only been done after all 
other means of stopping the discharge have been thoroughly applied. 
What does an intractable offensive discharge mean? To me it means 
a diseased area which cannot be effectually reached by remedies 
applied through the meatus. The operation under discussion, if prop- 
erly performed, brings the whole of the diseased area within reach of 
effective treatment. In a fair proportion of cases it also disposes, 
for the time at any rate, of the whole of the diseased tissue,, but 
whether it does or does not then and there, or ultimately stop 
all discharge of any kind whatsoever does not appear to me to be a 
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question which affects the position of the operation as a sound sur- 
gical procedure. In the first place, the operation provides free 
drainage and brings the whole area of disease within the range of 
subsequent treatment; consequently, I have never known it to fail 
in leading either to cessation of disel large, or to a complete altera- 
tion in its character. In the next place, recurrence of inflammatory 
attacks in any organ exposed to the ac tion of germs introduced from 
without cannot be entertained as an objection to an operation which 
makes those attacks comparatively harmless. 

Again, as I have pointed out e ‘lsewhere, it is absurd to expect any 
cavity lined with mucous membrane to be entire ‘ly free from moist- 
ure. An absolutely dry tympanum is no more a healthy organ ean 
a dry mouth, and for my part I am better pleased with the cases 
which continue to have a little mucus secreted inthe tympanum ‘ths in 
with those in which, owing to complete destruction of the mucous 
tissue, absolute dryness results, 


Selection of an Operation—Bacteriology. By Clarence J. Blake 
M. D., Boston. 


The purpose of this communication is to present a series of thirty- 
six cases of mastoid operation occurring consecutively in my last three 
months’ service in the aural department of the Massachusetts Chari- 
table Eye and Ear Infirmary: they serve to illustrate certain impor 
tant points, and include both the simple and uncomplicated, and 
the more serious and complicated forms of mastoid disease. They 
may be ¢lassified as, first, cases of acute inflammation of the ma 
toid, originating in acute inflammation of the middle ear confined to 
the contents of the mastoid process, and in which thorough evac- 
uation of the mastoid contents and establishment of free communi- 
cation with the middle ear through the mastoid antrum, followed by 
filling of the operative cavity with blood and closure of the external 
wound, resulted in what was practically a healing by first intention. 

Secondly, cases of mastoid disease in which the mastoid cortex 
had become more or less involve d in the destructive process, and 
the operative procedure consisted not only in the evacuation of the 
mastoid contents, but also in the removal of portions of the sur- 
rounding wall without atte ~~ at primary healing. 

Thirdly, cases in which, in addition to the disease alreac dy men- 
tioned, there was implie ston of structures surrounding the mastoid 
process, and invasion either of the cranial cavity or extrusion of the 
suppurative mastoid contents posteriorly toward the occiput, o1 
downward into the muscles of the neck. 

Since it is possible to determine by examination of the outer con- 
tour of the mastoid process the corresponding contour of its inner 
wall, and, within certain limits, the depths to which the sinus wall 
projects into the lumen of the mastoid process, a tactile e Xgmination 
of the mastoid process before operation, or, if the contour of the 
mastoid is obscured by swelling of the soft tissues, a tactile exam- 
ination of the mastoid of the opposite side is often of considerable 
service. Examination of a large number of crania has shown that 
marked deformity and symmetry of the mastoid processes occurs in 
about only 8 per cent., and that as a rule the narrow, small, and 
pointed mastoid has a deep groove for the sinus, and a consequently 
small operative triangle, while on the contrary, the broad, blunt, 
and rounded mastoid process is deeper poste ‘riorly, and has an op- 
erative triangle of correspondingly greater size 

At the meeting of the British Medical Assoc iation in Leeds, Pro- 
fessor Macewen made the statement that American aurists were 
“afraid of the lateral sinus,’’ This statement was perfectly just, 
and is more true than it should be today, after the splendid lessons 
which he has taught. 

Of the 35 cases of mastoid disease requiring radical operation, and 


13 
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occuring in the term of service above mentioned, one required a sec- 
ondary operation, and another required operation upon both mas- 
toids, making 37 operations in all. These 35 cases may be classed 
under five heads: 

In elass 1 were five cases, all occurring in adults, all acute, but 
with earies of the mastoid cell walls, redundant granulations, 
and pus in the mastoid. In these cases, after the usual opening 
through the outer cortex, the diseased contents were thoroughly re- 
moved by means of the curette, the healthy cortical walls being left 
untouched. This cavity was then allowed to fill with blood, the 
edges of the wound in the soft tissues were united by sutures, and 
an aseptic gauze dressing was applied. One of these cases was dis 
charged well in seven days after the operation, one on the eighth 
day, two on the tenth day, and one on the twelfth day. These five 
cases were kept under observation in the out-patient department for 
two or more months, and remained solidly healed without symptoms 
of the recurrence of mastoid trouble. One of these cases, three 
weeks after his discharge from the infirmary, reported in the out- 
patient department with an acute inflammation of the middle ear on 
the operated side. ane ear rapidly improved after a free paracen- 
tesis of the drum head, and the patient was discharged well at the 
end of ten days, having had in the interval no mastoid pain or tend- 
erness whatever, and the discharge from the ear remaining serous 
during that time. Attempts to obtain primary healing were also 
made in 12 other cases, making a total of 17. This experiment was 
made in continuance of that of previous years, in order to dete rmine 
the class of cases to which this proce dure might be more especially 
applicable. Of-the 17 cases in question, Il were acute, and 6 

—- . The attempt at primary healing failed in all the chronic 
zases, but was successful in 5 out of the 11 acute cases. This ob- 
servation confirms that previously made and first reported to the 
American Otological Society in 1891, and would seem, therefore, to 
justify the use of this me thod in all acute and une omplicé ited cases 
of mastoid disease. No possible harm can result from it, sinee if 
the blood clot breaks down, the sutures can be easily removed, and 

the wound allowed to heal by granulation. 

Class 2 included 18 eases (10 ac ute and 8 chronic) in which pri- 
mary healing was not attempted, and in which it was not necessary 
to remove any portion of the mastoid cortex. Of the acute cases, all 
did well with the exeeption of 1, for which a secondary operation 
was necessary, and this case, therefore, comes under class 3. Of 
the other acute cases, 8 were discharged well at the end of periods 

varying from six to eight weeks after operation; the remaining case 
a diabetic, is still under treatment, three months after operation. 
Of the chronic cases, 5 had been operated upon previously, and had 
been very slow in recovering, | required a secondary operation, 2 
were well three months after the operation, and the remaining 4 are 
still under treatment. 

Class 3 ineludes those cases in which, in addition to thorough 
evacuation of the mastoid, portions of the cortex were removed and 
the dura exposed. There were 9 cases (6 acute and 3 chronic); 
of the acute cases, 1 died of septic cerebro-spinal meningitis ten 
days after operation; 1 with a convalescent mastoid, was trans- 
ferred to the out-department of the Boston City Hospital on ac- 
count of measles, — died there two weeks later; 1 van discharged 
well in three weeks, 1 at the end of five weeks, and 2 at present 
convalescent in the out-patient department. Three pe het cases 
are still under treatment in the out-patient department, and are 
slowly improving. In these 9 cases, pus was found in contact with 
the dura; in 5 the sinus wall was exposed during the operation, and 
in 2 accidentally opened with resultant hemorrhage. 

Class 4 includes 3 cases, all acute. All did well. and in all the 
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abscess was very nearly in the same situation, namely, between the 
dura, and the posterior superior angle of the mastoid there were 
granulations on the dura, and in 2 cases the sinus was exposed for 
an inch or more by the operation; all of these cases were —e harged 
well within six weeks after operation. In one of these cases, the 
inner wall and the tip was removed from both mastoids, ond the pus 
was followed back into the jugular fossa, and the contiguous bony 
wall thoroughly — ‘tted with good results. 

Class 5 includes | acute and 1 chronic case. 

In the acute case there was a small abscess in the brain over 
mastoid antrum. The bony structure of the mastoid was very 
diseased, and it was necessary to ¢ xpose the dura over a large 
both superiorly and posteriorly. The pi itient had had for a 
days before operation a characteristic se ptic Temperature: this sti 
continued, and the blood count showed marked leucocytosis, : 
there was also commencing retinitis on the affected ¥ 
an ope ning in the dura there projects da mail hernia of 
1.5 em. in diameter. This was at first supported by a firm pack 
in the wound, but gradually became covered with granulations. T 
wound is now completely healed and the patient well. 

The second case was that of a poorly nourished Italian child 
5 years, who had had a suppurative discharge from the ear 
years. For two weeks before admission into the infirmary, ther 
had been marked swelling behind the ear, and daily chills and fever, 
and at the time of admission there was a fluctuating area above and 
behind the ear, 3 inches in diameter ant ro-poste riorly, and 2 inches 
in diameter vertically, its center being just over the spine of the 
meatus. Pressure upon this swelling caused an outflow of thick of- 
fensive vus from tne cane The patient had marked general ime 
laise, the temp rature was 105°, the pulse rapid and weak, and 
there was marked stupor. Examination of the eyes showed begin 
ning retinitis, and the blood count a leucoceytosis of 35,000, The 
case was Immediate ly operate d upon, the large abscess cay ty ben 
first freely opened and curetted. The mastoid was extensiv ly dis 
seased, and the bone, including the cortex, was easily removed by 
means of the sharp spoon, and the dura exposed over an area an 
inch and a half in diameter posteriorly and superiorly. — The open- 
ing in the bone being then extended a distance of an inch above the 
mastoid limit, the sloughing dura was removed and a large abscess 
found in the cerebellum, from which 3 or 4 drachms of pus were 
evacuated; the walls of the cavity were thoroughly curetted, and 
the wound carefully washed out and packed with aseptic gauze, and 
subsequently cleansed with peroxide of hydrogen and dressed with 
boric acid. Cultures from the pus showed numerous staphylococci. 

During the two weeks iploudue operation the patient had daily 
chills, followed by sudden rise of temperature to 106° or 108° F, 
This rise in temperature was followed by great prostration, with a 
thready and tremulous pulse and a condition requiring yigorous 
stimulation. The examination of the blood for the malaria plasmo 
dium gave negative results. Ten days after the first operation, 
signs suggesting presence of a pus focus were so marked, that un- 
der ether a thorough examination with an aspirating needle was 
made, but no pus found. The temperature, however, gradually de- 
creased, the chills ceased, and at the end of three weeks after oper- 
ation, the temperature had become normal. At the present time 
the brain hernia is about the size of a pullet’s egg, pulsates syn- 
chronously with the heart, is very sensitive to the touch, and is being 
gradually covered by gri inulation tissue. The patient is speedily 
gaining in strength, and is evidently making a good recovery. 

The fatal case of septie cerebro-spinal meningitis also presents 
some points which are of interest. 

The patient was a woman 21 years of age, neurotic, aad in poor 
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general condition. She had acute infiammation of the left middle 
ear, with mastoid tenderness, four weeks before admission to the 
infirmary, and the first night before the mastoid operation had a 
chill, followed by a rise of temperature of 104° F. The mastoid 
cortex was found to be very thick, and the mastoid cavity divided 
into numerous compartments by bridges of very hard bone, which, 

however, broke down under forcible curetting, revealing small 
cavities filled with pus under considerable pressure. The softened 
and carious bone was thoroughly removed by curetting and the 
wound syringed, the water passing freely through the antrum and 
middle ear. The dura was not exposed, the cortex being apparently 
sound. A simple aseptic gauze dressing was used. Cultures from 
the pus showed streptococci and diploe oeci. The wound did well, 

and the patient was discharged to the “om: patient department. three 
weeks after the operation. During the last week in the infirmary, 

however, she had complained of severe frontal headache, and there 
was also oceasional slight elevation of temperature. Examination 
of the eyes showed an error of refraction, which was supposed to 
be sufficient to account for the pain. After leaving the infirmary 
the headache grew rapidly worse, and the patient was urged to re- 
enter the house two days after her discharge; this, however, she 
refused to do, and did not return until a week later. As pain had 
in the meantime considerably increased a further operation was de- 
cided upon. The ear was perfectly dry, no bare bone could be felt 
in the mastoid wound, nor was there any tenderness, even upon deep 
pressure, about the mastoid. The temperature, however, was 103 

: a blood count gave leucocytosis of 20,000, and there was also a 
suggestion of retinitis. The next day the pain grew worse, the 
patient became delirious, and the pulse dropped from 120 to 48 
within an hour. The mastoid wound’ was immediately reopened and 
enlarged, all the remaining cancellous structure, as well as the teg- 
men and posterior wall, were removed, and the opening thus made 
exposed to view the dura to the whole depth of the mastoid and the 
sinus for over an inch; no pus was found, and the bone was only 
moderately softened. The sinus was accidentally opened and bled 
very freely, requiring plugging. The pulse became much improved, 

and at the close of the ope ration was 40. The patient passed a rest- 
less night, was still unconscious, and had a morning temperature of 
105° F.; the head was slightly retracted, the neek ‘rigid, the pupils 
uneven and responding to light very slowly, the reflexes were nearly 
a. 

Dr. J. J. Putnam saw the case in consultation, and performed lum- 
bar puneture, withdrawing about 15 ¢.em. of turbid fluid. The 
sediment was examined and found to contain streptococei, which 
were later obtained in pure cultures. The blood was examined 
daily, but with negative results, but the variations of the leucocy- 
tosis were very interesting, Before operation the count gave 20,000, 
as the disease progressed it went up to 40,000 on the seventh day, 
and then gradually declined to about 12,000. Slight facial paralysis 
pe noted on the sixth day, and an eruption along the course of the 
facial nerve. The wound showed no signs of hes aling, was dressed 
daily, and the sinus bled quite freely when the packing was re 
moved after the first three dressings; it then became closed with a 
firm blood clot. The exposure of so much surface of dura permit- 
ted observations similar to those previously made in like cases in 
children as to the effect of lumbar puncture on the cerebral tension; 
this seemed to be much decreased after the withdrawal of 30 ¢.em. of 
spinal fluid, and the respiration dropped from 56 to 32 within a 
period of five minutes, and to 26 within an hour; this decrease lasted 
several hours. The lumbar puncture was repeated daily for a week, 
the fluid became more and more turbid, and the sediment from the 
last puncture constituted half the bulk of the fluid. As pure cul- 
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tures of streptococci were obtained from all these punctures the 
house officer, Dr. White, to whom I am indebted for the summary 
of the cases here presented, wished to try the anti-stre ptococcus 
serum. Beginning with the fourth day after the mastoid operation, 

it was, therefore, given in quantitic s of from 30 to 60 ¢.cm. daily, 

without, however, any apparent effect on the temperature, respir- 
tion, pulse, or general condition. The patient developed ha gre 
broncho-pneumonia on the eighth day and died on the tenth, but in 
the meantime the meningeal symptoms had decreased, and the dura 
was more normal in appearance No necropsy was permitted. 

It is interesting to note, in the brief review of these cases, that 
all of the cases of acute mastoid disease did well in the sense of 
speedy recovery, with two exceptions, and that the same may be 
said of 50 percent. of the chronic cases. The other 00 per cent. of the 
other chronic cases were either very slow in healing or required 
secondary operation. Six of the ¢ hronic cases had been previously 
treated, but 3 did well in the sense of rapid recovery. It is inter- 
esting to note also that the mastoid was found to be diploetie in 22 
cases, pneumatic in 14 and sclerotic in 1. In pursuance of the pur- 
pose to determine both the character and course of the infection, 
cultures were carefully made in all cases. In 23 but one germ was 
found, in 12 there was a mixed infection, and from 2 no growths 
were obtained. 


Streptococcus was found pure in 
Staphylococcus . ‘ 
Diplococcus 

Streptococcus and diplococcus 

Streptococcus and bacillus fetidus 

Streptococcus and bacillus pyocyaneus 

Streptococcus and diplococcus 

Streptococcus, staphylococcus and diplococcus 2 

The streptococcus cases were by far the most serious, although 
one healed by first intention, An interesting fact was noted in the 
series of cultures in re vard to the infection of the mastoid from the 
middle ear; as a rule the same germ was obtained by paracentesis, 
as was later found in the mastoid. In one case cultures from para- 
centesis gave staphylococeus and diplococeus, while from the mas- 
toid a pure culture of diplococcus was obtained, thus showing that 
the germ in the middle ear to commence with was diplococeus, which 
infected the mastoid, and that later on the middle ear was infected 
with streptococcus. 

The results obtained from blood counts were also vé ry satisfac- 
tory; whenever pus was in contact with the dura leucocytosis was 
found, while with the mastoid cortex intact, even though the mastoid 
was filled with pus, no leucocytosis was observed. 

In conclusion, it may be said that this se ries of cases emphasizes 
the conelusions drawn from previous experience that all diseased 
bone, cortical or otherwise, should be removed and the pus followed 
to its ultimate e ms nsion; that, where possible, after -* son iwh sur- 
gical cleansing by the operative procedure, healing by first inten- 
tion should be favored; and that, in ease of hemorrha; ge from the 
lateral sinus or from meningeal arteries, by rapidly enlarging the 
opening in the bony wall of the cranial cavity the normal brain pres- 
sure may be utilized to plug the vessels, and the operation continued 
without other interruption. 


Points in Anatomy Which Have a Practical Bearing upon Ope- 
rations on the Temporal Bone in Diseases of the Ear. By 
H. Lee Morse, M. D 


I wish to call attention to the position of the field of operation in 
Schwartze’s and the Stacke’s operations, and to the comparative 
danger, in the two operations, of injury to the lateral sinus, the 
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facial nerve, the tendon of the stapedius muscle, the stapes, and the 
horizontal semi-circular canal. 

Diagram and bone preparations are exhibited in illustration of the 
points discussed. Two of the diagrams show, in connection with 
Schwartze’s operation, the point where the lateral sinus approaches 
most nearly to the field of operation. The thickness of the bony 
wall which separates these two cavities at that point is 6 millimeters. 
If the distances of the field of operation from each of these danger- 
ous points were noticed, it would be seen that in each case there is 
a reasonable space. In other diagrams showing Stacke’s operation 
the sinus is laid bare. The field of operation, if carried inward to 
the inner bony wall, is seen_ to strike the horizontal semi- a ‘ular 

canal. It strikes also the Fallopian canal, in which lies the facial 
nerve. It comes close to, and almost touches, the tendon of the 
stapedius muscle. 

We are told in the description of the operation (Politzer) to be 

careful not to penetrate too deeply on account of these dangers, and 

measurements are given to guide us, but the bones vary in dimen- 
sions so that no absolute de »pth ean be laid down, and it is difficult 
in a deep operation in so confined a space to tell just how deep the 
tip of the curette —* penetrated, and, therefore, it is not surprising 
that sometimes the facial nerve is cut, with consequent facial paraly- 
sis, especially when we consider that the nerve sometimes has no 
bony covering, or its covering has been softened or partially destroyed 
by disease of the middle-ear. 

The chorda tympani nerve is almost of necessity cut, as it lies 
directly in track of the operation. The wall of the semi-circular 
canal, on account of its rvory-like character, is not very likely to be 
softened by disease, but it is possible that we might find it so, espe- 
cially in children. 

The tendon of the stapedius muscle and the stapes itself lie so 
close to the field of operation that, in our endeavors to scrape out 
granulation tissue or softened bone, the tendon would be very easily 
cut, the stapes dislocated, and the way laid open to the inner ear, 
by a slight variation in the direction given to the curette. All these 
consider: itions lead one to choose, whenever the choice is possible, 
the — hwartze operation. 

» preparations I exhibit of the two temporal bones from the 
kel of a child show that the thickness of the bone separating the 
field of operation from the sinus is the same in both operations, half 
a millimeter in each case; but all the other distances, name ly, from 
the field of operation to the facial nerve, tendon of stapedius muscle, 
stapes and horizontal semi-circular canal are sharply contrasted, and 
speak strongly in favor of the Schwartze operation. 

In another preparation the chorda tympani is again seen cut by 
the operation. These preparations bring out another point worth 
mentioning, which is, that most of us are in the habit of using in 
children curettes which are too large and too clumsy. When one 
sees how small the spaces are in which he can operate safely, and 
how thin and soft all the bones are, it seems wonderful that so few 
accidents occur. Another preparation serves to emphasize the safety 
of the Schwartze operation, and the abundance of room in which 
to operate that may exist in a favorable bone, while another prepa- 
ration shows in: addition unusually well the chorda tympani, as it is 
given off from the facial nerve and passes through the tympanic 

savity. This was a diseased ear during life. The membrane tym- 
pani has two ealeareous de sposits in it. The malleus and incus are 
gone, but were very likely removed in the dissecting room before 
the bone came into my possession, as the tegmen tympani was 
already gone when I got the bone. The stapes, however, is intact, 
and was movable, while the specimen was still moist. 

In a second specimen from a diseased ear the malleus had adhe- 





SOCIETY PROCEEDINGS. 199 


sions on it, the membrana tympani was partially destroyed before I 
made the section through the bone, which tore it still further, and 
the ineus is gone. This preparation is an unusually good specimen 
of an eburnized (sclerosed) te mporal bone. There is no cancella- 
ted structure and no mastoid cells; it is ivory-like bone through- 
out, 

I have tried up to this point to show why, in cases in which there 
ix a choice, it is better for anatomical reasons to choose Schwartze’s 
operation; but we sometimes come upon temporal bones where, also 
for anatomical reasons, Schwartze’s operation is impossible. This 
is shown in another preparation from a diseased ear; it 1s an ex- 
ample of one form of these abnormal temporal bones. There is a 
large perforation in the thickened membrana tympani: all the ossi- 
cles are imbedded in a firm mass of epithelium (cholesteatomatous 
mass) which would have been very difficult of removal in life 
through the meatus, and which must have impaired the hearing very 
materially. This is also an example of a sclerosed bone, but the 
most important point is that the sinus comes so far forward that 
there isabsolutely no mastoid antrum to be found, and any attempt 
to perform Schwartze’s operation must have laid bare the sinus as 
soon as the cortex of the mastoid was penetrated. In such cases as 
this Stacke "Ss or some similar operation, such as that of Hartmann, 
Kiister, von Be — inn, and others, is the only operation possible. 

In cases like the above, or those in which complications in the 
meatus, the tympanie cavity or the mastoid antrum (the results of 
diseases of the ear), make a Stacke’s operation advisable. what 

gnides, if any, do these preparations give us to the direction in 
whie h we should aim to operate? Examination of the bones seems 
to yr to lead one to direct the opening in the posterior s uperior 
wall of the inner end of the external auditory canal strongly up- 
vard, and as soon as the bone has been penetrated to indicate the 
gentle use of a small bent curette still in an upward direction, By 
so doing, injury to the facial nerve, the stapes and semi-cireular 
‘anal is most likely to be avoided, and the mastoid antrum and attic 
of the tympanic cavity more surely to be reached. We have as our 
chief danger injury to the roof of the mastoid antrum and tympanic 
ory At these points the bone is usually thin, and is sometimes 
partially absent, but they are further away from the point of the 
instrument used to clear out the diseased tissues than the other 
dangerous points, and are usually so much higher that they are less 
likely to be injured. 

In conclusion, | would repeat that, wherever there is a reasonable 
chanee, the Schwartze operation will give a satisfactory result, and 
where the situation of the sinus, as determined during the course of 
the operation, does not prevent it. Schwartze’s operation rather 
than, Stacke’s should be done; where the latter is called for the 
opert ation, when removing the posterior superior portion of the inner 
end of the external canal should be directed sharply upward, and 
the probe and curette used gently, still in an upward direction, when 
the bone has been eut through. 

In operating the smallness of the spaces in which operation can be 
undertaken with safety must be remembered, and small and delicate 
‘urettes used with very little force. 

Dr. Gorham Bacon, of New York, said, with reference to Dr. 
Blake’s observations of fuctuation in the temperature of one of his 
‘ases, that he had noticed the same condition in several cases ope- 
rated upon last winter at the New York Eye and Ear Infirmary. 
In these the temperature varied from day to day, suggesting the 
advisability of further operation. Several consultations were held, 
but, after waiting a few days in each case, the patients recovered. 
He believed that in such cases the rise in te mperature was due to 
absorption of pus; and that a sudden fall in temperature should not be 
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expected in all cases immediately after operation. When Professor 
Macewen was in America, in 1896, Dr. Bacon asked how it was that 
he had so many operations on the cranial cavity following mastoid 
dises ase, and P rofessor Macewen had re plied that as many ‘would be 
found in New York if they were looked for. Since then he had 
seen 20 cases of operation for brain complications due to ear disease, 
of which 15 were successful, and the speaker felt sure that such 
cases were much more frequent than was usually supposed. He 
concurred in what had been said in regard to the importance of ex- 
posing the lateral sinus. It was imperative in operations on the 
mastoid to make a very free incision through the soft parts, so as to 
enable the surgeon to lay bare and remove in a most thorough man- 
ner all the diseased bone. According to his experience, there was 
very little danger if aseptic prince iples were carried out in exposing 
the sinus and enige investigating it, as well as the cranial 

savity, if necessary. He had much more dread of injuring the facial 
nerve in such operations. 


Mastoid Disease. By J. Ward Cousins, M. D., F. R. C. 8., Lon- 
don. 


Dr. Ward Cousins considered that generally acute symptoms oc- 
eurring in the course of chronic disease required surgical treatment, 
and that in every case it was desirable to test the hearing power be- 
fore the operation. The great purpose of the operation was to re- 
move all the necrotic tissue and establish drainage. and often the 
removal of a large portion of the external wall of the mastoid was 
an excellent proceeding. In cases in which the tympanum was 
opened he used a small vuleanite flesh-colored tube, which the pa- 
tient wore for a variable time, regulated by the favorable course of 
the disorder. He never operated in a case in which he considered 
it desirable to close the mastoid wound immediately, and after 
many of his operations the hearing power had been considerably 
improved. 


Replies. 

Dr. Clarence J. Blake said that the general surgical rule of re- 
moval of all inflamed tissue presumably incapable of recovery or 
tissue already diseased, was as applicable in the mastoid region as 
elsewhere. He did not consider the procedure of thoroughly evacu- 
ating the mastoid, allowing the cavity to fill with blood, and closing 
the external wound at all experimental. If a pus focus remained, 
and the blood clot broke down, the wound was reopened by a touch 
of the probe, and the case treated as ordinarily by packing and 
drainage; if not, there was the advantage of a speedy, and, as had 
been shown by observation of a number of these cases, a complete 
recovery with but few exe eptions. 

Dr. A. A. Buck thought that it was not a good surgical lesson to 
promulgate—that surgical wounds might be shut up. He preferred 
to leave the wound open, and to relieve all pressure. 


Chronic Arytenoid Laryngitis. By Price Brown, M.D., Toronto. 


In saying a few words upon this subject, I use the above title, inas- 
much as it directly indicates the extent and character of the disease 
referred to. I know that chronic laryngitis is not usually supposed 
to affect the arytenoid commissure, Without also affee ‘ting to a more 
or less extent the surrounding mucosa, particularly of the ve ntricu- 
lar bands, ary-epiglottic folds, and the arytenoids. The experience, 
however, I have had in the treatment of a number of cases has sat- 
isfactorily demonstrated, to my own mind at least, that chronic 
laryngitis, of a persistent and severe characte r, confined to the com- 
missure, does sometimes occur. This accords in some measure with 
Professor Chiari’s third division of pachydermia laryngis; but as 
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this term is by the profession usually confined to diseases of the 
vocal processes, attended by the formation of nodes, I would re- 
quest the members of this Section to tell me whether the cases 
have the honor to report to-day are cases of pachydermia laryngis, 
or not. 

CasE I.—In September, 1894, Miss B., aged 39, applied for treat 
ment. A brother, whom she had nursed for’ a long time, died 
eighteen months previous of phthisis. She had herself been affected 
with throat catarrh and hoarseness for years, attended by cough 
and expectoration. On examination, no indications of lung dis- 
ease were found. Voeal cords were coated with slightly colored 
eatarrhal secretion. In abduction a film would stretch across the 
opening of the glottis, which would only give way when abduction 
was made complete by deep breathing. Ventricular bands and 
arytenoids seemed normal; but the interarytenoid commissure was 
grey, thickened, and corrugated, the enlargement extending to the 
vocal cords and preventing their complete closure durmg phonation. 

Spray treatment relieved the catarrhal condition, but hz + no per- 
ceptible effect upon the commissure. I then tried brushing with a 
10 per cent. solution of menthol in albolene. This was used daily 
for some time without perceptible effect. I next tried 10 per cent. 
sol. arg. nit. on alternate days, the throat being daily cleansed first 
with a spray of Dobell’s sol., followed by a spray ot — in al- 
bolene. The nitrate of silver, although always preceded by an ap- 
plication of eoeain, see »med to produce soreness and es re mia ot 
the larynx, without reducing the pachydermie appearance. So 
after continuing its use for some time, I substituted 33 per cent. so- 
lution of lactic acid in its stead, brushing the commissure with it 
every third or fourth day. This drug gave marked relief, and was 
more easily borne. After using it three or four times the strength 
of the acid was increased to 50 per cent. The improvement was 
steady, and ina few weeks the chronic inflammatory thickening 
had entire sly disappe sared. The soreness had passed away and the 
voice resumed its normal tone. Since that time, now nearly three 
years, the patient has ¢ ae -d quite well. 

Case Il.—In August, 1895, Mrs. B., aged 34, presented herself for 
treatment. She had been troubled with soreness of throat and 
harshness nearly all her life. Never had indications of specific dis- 
ease. No tuberculous symptoms in herself nor any members of her 
family. With the exception of her throat, always healthy, On ex- 
amination, no intra-nasal lesion, no adenoids, no catarrh of naso- 
pharynx. The tonsils, however, were hyperplastic. Within the 
larynx there was no inflammatory or catarrhal condition except in 
the interarytenoid commissure. Here the ‘re was decided thickening. 
The mucosa had lost its natural pink color, was corrugated and grey 
in appearance, and was fissured in different directions. The en- 
larged, hypertrophied tissue extended down between the vocal 
cords and prevente “dd comple te closure during use of the voice. There 
was no swelling cf the arytenoids and no tendency to the formation 
of nodes. 

In the treatment of this case, I removed the tonsils by galvano- 
cautery, leaving smooth surfaces between the pillars. Spray treat- 
oe nt was tried for some time, but ineffectually. I then resorted to 
brushing the larynx regularly on alternate days with 50 per cent. 
solution of lactic acid. The beneficial effect was marked, but very 
slow. One remarkable thing was the tolerance of the larynx to the 
drug. It produced neither pain nor spasm, although applied with- 
out the previous application of cocain. One month after commenc- 
ing treatment, with the hope of more rapid improvement, I curetted 
the commissure. This was followed by hemorrhage, but it did not 
quicken the eure. For a whole year there was little change in the 
treatment, except that the intervals between applications were 
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lengthened. Two or three times I substituted 10 per cent. arg. nit. 
sol., but it was not borne so well as the lactic acid. During thé see- 
ond year, the intervals between treatment lengthened to one, and 
then to two weeks. The improvement was constant, and four 
months ago the last of the thickened mucosa disappeared, and the 
commissure resumed its normal appearance and pink color. The vocal 
cords adduct mal in phonation, and the voice is restored. 

CasE III.—Mr. A. A. C., aged 40, came first for treatment four 
years ago. For a long time he had been a frequent sufferer from 
naso-pharyngeal catarrh. Sometime during that period, an over- 

ealous physician, either by accident or design, had removed the 
oa of his uvula. Whether from this cause or not, his larynx upon 
any sudden lowering of atmospheric temperature, would be attacked 
by soreness. Every winter he would have hoarseness, with hawk- 
ing and expectoration, upon any sudden change occurring. Men- 
thol and thymol sprays would usually relieve the symptoms, but 
gradually the interarytenoid commissure thicke ned, and in October, 
1896, his condition became alarming. He had just returned from 
deer hunting in Montana, a thousand miles away, and having caught 
cold while travelling in a sleeper, had an attack of acute laryngitis 
as a consequence. ‘This confined him to bed for a number of weeks. 
The subsidence of the acute symptoms left behind an enormously 
thickened commissure; it was grey, spongy and fissured. Dr. 
Shurly, of Detroit, kindly saw the case in consultation with me. 
Having been successful with lactic acid treatment in the former two 
cases, | tried it in this. I applied a 33 per cent. solution at intervals 
of a couple of days a number of ere it was not borne well, how- 
ever; it seemed to irritate the larynx, and no apparent progress 
was made. This’ was follewed by the application of glycero-tannin 
pigment at similar intervals with little, if any better result. At 
last, under cocain, [ brushed the commissure with arg. nit. sol. 10 
per cent., at intervals of three or four days, for a number of times. 
After the first treatment, the thickening commenced to become less, 
and in a few weeks it had almost entirely disappeared; the only 
thing that could be observed being a re ‘laxed and stretched eondi- 
tion of the commissure. By the end of January he was well enough 
to leave for California for his health. He returned in May looking 
and feeling well, but on examining the larynx, I found there was 
still a little central pachydermia, and I fear that with the return of 
winter, ~ re will be a recrudesce nee of the disease. 

CASE .—Mrs. W. L., aged 35, soprano vocalist. Seven years 
ago < s came for treatment for ¢ shronie hoarseness, believing that 
she would have to resign her position as leading singer in one of our 
city churches on account of it. Under treatment she recovered and 
retained her position. Off and on, from then until now, she has 
frequently required throat treatment, but she always retained her 
voice. Among other things, she had hypertrophied pharyngeal ton- 
sil. Two or three years ago, after applying cocain, | removed a 
portion of it. The pain was more than she anticipated, and she has 
persistently declined to have the rest removed without I would have 
chloroform administered, which, so far, I have refrained from con- 
senting to, 

For nearly a year a slight commissural thickening has been form- 
ing, but this did not affect her mate rially until Mareh last, when it 
culminated in soreness with muffled voice, but without hoarseness. 
On examination, I found the symptoms much the same as in the 
other cases. The commissural membrane was grey and swollen, and 
corrugated, but did not extend far enough down to interfere with 
the adductor muscles. The one-sided adenoid enlargement did not 
appear to interfere with nasal respiration, but how far it might have 
contributed to the condition in the larynx, I could not say, 

As in the other enses, sprays alone had no effect in diminishing 
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the hypertrophy. Lactie acid 50 per cent. solution, also at intervals 
of several days, was rubbed into the commissure, but had no visible 
effect. Then after applying cocain, | resorted to brushing with 10 
per cent. arg. nit. sol. This had a good result. The outside epi- 
thelium quickly peeied off, and a few applications at intervals of 
several days resulted in the entire disappearance of the commissural 
thickening, and of the symptoms arising from it. 

In concluding this brief record of cases, | may say that micro- 
scopical sections of none of them are m: ide; but microscopically 
the appearances of all were almost identical j in character. The ve n- 
tricular bands, arytenoids, and epiglottis, in each were free from 
apparent disease. The vocal cords in the first were more catarrhal 
than in the others This was the only visible distinetion, as the 
commissural appearance in all four varied only in degree. Yet 
two succumbed to nitrate of silver, lactic = id being in effect useless, 
while the other two yie lded to laectie acid, the nitrate being out of 
p ae ee. 

I would ask the question, were these four cases pathologically 
alike? If so, why the difference in amenability to treatment? Or, 
Was the first case tuberculosis? And lastly, should they be classed 
as instances of pachydermia laryngis? 

Dr. Permewan was familiar with the class of case, but doubted 
whether they were all of one character. Some were "tube reulosis, 
and some could be classed as pachydermia laryngis. He had found 
lactic acid the most useful astringent in these cases, whatever their 
nature. 

Dr. Delavan also made some observations, and exhibited an elec- 
trolytic needle for use in these cases. 

Dr. Price Brown, in reply thonghe that Dr. Delavan’s suggestion 
of the use of the electric needle might be of excellent service, judg- 
ing from its efficiency in the reduction of naso-pharyngeal fib roik ds. 
The anatomical fact that the region of the commissure was supplied 
more freely with muscles and glands than any other part of the 
larynx, and also that it was the roadway over which the ciliated 
epithelium earried the secretions from the larynx over into the 
esophagus, must be the reason why this region was so liable to 
thickening. 


Phosphorus-Necrosis of the Temporal Bone. By H. V. Wiirde- 
mann, M. D., Milwaukee, Wis. 


Phosphorus-necrosis is deseribed as a characteristic maxillary 
hone disease, commencing after several years contact with phos- 
phorie fumes, occurring especially among workmen in mateh fae- 
tories, affecting 11 to 12 per cent. of those “9 to the fumes. 
It very rarely affects persons with sound teeth, but occurs mainly in 
those whose teeth are carious; where the teeth have been extracted 
and the alveolar process exposed, exceptionally predisposes to the 
disease. The eed st case was reported * ®in 1845, being noticed in 
1839, about eleven years after the opening of match factories in 
Vienna. It is much less prevalent now than formerly, on account 
of better hygienic surroundings in the factories, improved artificial 
ventilation, the vaporisation of turpentine," and the rigid inspection 
to whieh the workmen are subjected. The red amorphous phos- 
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phorus is comparatively harmless, and is now generally used. The 
first symptoms are toothache, followed by pain in the jaw, swelling 
and tenderness of the gums, and formation of abscesses dise eharging 
fetid pus through the cheek, roof of mouth, or even the aural cavity,” 
leaving fistulous openmgs. The patient acquires a peculiar pasty 
appearance of the face and puffiness of the cheeks. 

The usual complications are chronic bronchial catarrh, chronic 
gastro-enteritis, and constipation. The patients rapidly deteriorate 
in general health. The most rare complication is pointing of ab- 
seesses or continuation of the ostitis to the bones of the external 
auditory canal, which, as far as [ can find, is described by only one 
author.! After subsidence of the acute symptoms the bone is found 
to be necrosed. The disease is always chronic, and almost imper- 
ceptibly slow in the upper jaw, but in the lower is sometimes acute 
and attended by high fever. The lower jaw is most frequently at- 
tacked. The dise ase begins in the periosteum, is due to local irrita- 
tion, and ends in the death of the bone. The sequestrum adheres 
firmly to the underlying bone, becoming encrusted with a pumice 
stone-like material.! 34 The disease may affect only small parts of 
the jaw, or even the whole bone. 

The treatment advised by all authors is dietary. hygienic, and 
stimulant, together with tonics, antiseptic washes, and removal of 
the sequestrum by operation. Operations for removal of dead bone 
are generally very successful. Billroth cured 20 out of 23 cases.® 
Of neglected cases, 35 to 88 per cent. die of complications and of 
sepsis.° I beg to submit the history of the following case, in which 
the aural complication has proven to be the prince ipal factor: 

January 6, 1896. J. W., aged 59, American, employed in one of 
the principal match factories in the United States, first as a fireman 
in the boiler room for fourteen months, then as watchman for two 
years, and then as a melter of phosphoric composition and a roller- ° 
man for six weeks. His father died of apoplexy at 78: mother of 
epidemic influenza at 69; brother and sister in good health. Two 
sisters and one brother died in infancy. Claimed to hi ~ always 
been in good health, except diphtheria at the age of 23, and epi- 
demic influenza five years ago. Three years ago he had painful left 
upper jaw, having two teeth extracted, and later had all of them 
removed, after which he wore a plate. He was kept from work for 
five weeks, felt very good, but after this noticed pain in the ear, 
wich was referred to the mastoid region. 

About January 1, 1895, he had pain in the ear, and foul muco-pus 
discharged. The patie nt lost decidedly in flesh. About this time 
he was struck on the left side of the head by a match composition, 
which covered the side of his face and filled his ear. His mouth 
Was so sore at times that the plate could not be worn. In May, 
1895, a sequestrum was removed from the upper maxilla by a den- 
tist, after which he was little troubled. 

January 1, 1896, he was sent to me for treatment of his ear. His 
condition was the followiug: Weight about 130 pounds, tall and 
angular, face of pasty appearance; the left alveolar process swollen 
and puffy, there being two fistulous openings on the buccal side and 
one in the roof of the mouth; examination with probe showed 
roughened denuded bone. The left external auditory canal was full 
of fetic pus. There was decided periostitis, swe lling and tender. 
ness over the mastoid region. The posterior canal of the wall was 
reddened and swollen, being painful to touch of probe. There were 
granulations at the lower portion of the membrana flaccida which 
covered a small perforation, the membrana tympani being appar- 
ently intact, but a perforation whistle was heard on inflation. In 
the right ear the membrana tympani was retracted and thickened. 
The temperature was 101 , and patient apparently very weak. Dur- 
ing the week before he had had several chills, considerable head- 
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ache, and had been confined to bed. The patient would not submit 
to immediate operation, and left my office, but returned in two 
days, when he had a temperature of 103° and apparent septicemia, 
so he was immediately sent to the hospital. 

Operation—Under ether narcosis, the mastoid cells and antrum 
were opened, the posterior and superior wall of the canal removed, 
the bone of the last two places being found necrosed. The mastoid 
cells were apparently healthy, although the antrnm was filled with 
foul greenish pus. The wound was packed with iodoform gauze, 
and dressings made every second day. By the operation, the mas- 
toid antrum, cells, the attic of the tympanum and the external 
auditory canal, were converted into a large cavity. 

Vhen he returned home (January 25) he had gained about ten 
pounds under diet and tonics. He was treated at ‘his native city 
under my directions by a physici ian, but returned to me on June 1, 
1896, having lost flesh, being reduced to 128 pounds. He had reeur- 
rence of chills and temperature; a loose sequestrum was found in 
the sinus back of the ear, so under narcosis, the antrum was again 
opened, the dead bone removed and tube inserted for drainage, 
which was free from the sinus through the middle ear and auditory 
canal. This time he remained for several months until the sinus at 
the back of the ear was allowed to close. He gained nearly forty 
pounds under hospital diet and tonies. There was rapid replace 
ment of the posterior wall of the canal by a new growth of bone. so 
great that its lumen was almost closed. The company dentist at 
this time scraped the carious upper jaw, after which he was again 
able to wear his artificial teeth. 

April 22, 1897, he returned for treatment, stating that he had 
worked for several months, but that he had great pain in the eat 
and head. The ear had been occasionally treated by antiseptic 
washes, but there was now a slight fetid discharge. It was found 
that the growth of the posterior wall of the eanal had selerosed and 
shrunken so, that the canal was now nearly of normal size. The 
sinus back of the ear had healed, and the discharge seemed to come 
from granulations near the osseous ring by the tympanic attic. 
There was a large perforation, and injections were easily made from 
the canal through the eustachian tube. The granulations were re- 
moved, and the patient treated by antiseptic injections. Patient re- 
mained here two months, again gaining in weight nearly forty 
pounds, and when he returned home there had been no discharge 
from the ear for several weeks. 

August 20,1897. After this report had been prepared for the as- 
sociation meeting, the patient unexpectedly returned, stating that 
he had — for two weeks after leaving my care, but since that 
time he had again been failing in general health and lost in weight. 
For about ne weeks there had been purulent discharge from the ear, 
concerning which he had written me, and had been ordered to treat 
the same by injections of borie acid solution. After two weeks he 
had considerable pain at the back of the ear, and had but little 
sleep. On examination, there was found purulent discharge from 
the middle ear, the walls of the external meatus, particularly the 
posterior, being swollen and tender. Dizziness was e xpe rienced 
from mopping out of the ear. The patient weighed but 135 pounds, 
had acquired a w: axy appearance of his face, and complained greatly 
of his symptoms. There was no periostitis over the mastoid or other 
symptoms, except tenderness upon pressure. The patient being 
suspected of malingering, was sent to the hospital and carefully 
watched for four days. The temperature during this time was nor- 
mal. Largely on account of the patient’s complaints, I concluded 
to again open up the mastoid antrum and eells, the operation being 
deemed warrantable on account of the chronic suppurative disease. 

Operation August 24, under ether anesthesia at the Milwaukee 
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Hospital: The mastoid was chiselled and drilled open, the external 
layer being found hard and cancellous, under which there was 
found a pasty mass of necrosed bone, from which exuded greenish 
fetid pus. The posterior wall of the canal was soft and friable, and 
readily removed by the spoon. It was found that the superior wall 
had been largely re produced, and thereupon the triangular piece of 
bone between the attic and the tympanum was re moved, and gran- 
ulations taken away from the tympanic attic. Since that time, the 
wound has been dressed twice, being apparently free from pus. 
The patient will be expected to make a good recovery. 

It may be questioned whether the temporal hone disease is of 
shhosphorie origin. It has been shown? that abscesses of the upper 
jaw may dise harge through sinuses in the external auditory canal 
or middle ear, ‘and this may have been the starting point for the 
phosphorus-necrosis. . The character of the maxillary disease and 
the patient’s occupation leave no room for doubt in my mind but 
that the necrosis of the jaw had its origin in phospherie absorption. 
Another possibility of the middle ear “and mastoid affection is the 
fact that a mass of the phosphorus paste was by accident thrown 
into his ear, and was probably insufficiently removed, after which it 
discharged, and perforation of the drum head occurred. The char 
acter of the middle ear and mastoid disease was similar to that of 
the upper jaw, very chronic in its course, and yielding but slowly 
and ine wh tely to treatment, presenting a contrast to other mas- 
toid cases. 


A Case of Foreign Body (Metallic Shoe Hook) Removed from 
the Larynx by Thyrotomy. By Chas. H. Knight, M. D., 
New York. 


Foreign bodies in the larynx owe their importance in the first in- 
stance, to their individual size and shape; and secondarily, to the 
position they may happen to assume in the laryngeal cavity. The 
dimensions of a foreign body are of immediate interest as regards 
the respiratory function of the larynx; its shape has an important 
practical bearing upon the me tthod to be e mployed for its extraction, 
as well as upon the phonatory function of the larynx. An object so 
small as to slip through the chink of the glottis and fall into a 
bronchus, may be 4 as serious in its ultimate results as one so 
large as to fill the larynx and necessitate a rapid tracheotomy. <A 
smooth, round object of moderate size, is apt to find its way below 
the vocal bands, or may be disposed of by an expulsive cough, A 
rough or sharp-pointed body is very likely to engage itself in one of 
the recesses of the glottis, or to become imbedded in a projecting 
fold. Its removal under such circumstances is much more difficult, 
and is attended by greater risk of damage to the structures of the 
larynx. 

In the management of a case of foreign body in the larynx we 
have to consider the age of the patient, his temperament, and the 
degree of local irritability. In a nervous individual, with an intol- 
erant pharynx, the necessary manipulations are to be accomplished, 
if at all, with the greatest difficulty. Young children are notori- 
ously intractable, especially when the fright associated with the ac- 
cidental inspiration of a foreign body is aggravated by the view of 
preparations for attempting its re moval. it we have time, a patient 
of reasonable age may be reassured, and perhaps trained to submit to 
the introduction of instruments into the larynx. 

In some eases cocain is of great service, not only as an anesthetic, 
but in reducing congestion and swelling, and thus f facilitating the 
dislodgment of an impacted body. My impression is that the value, 
as well as the dangers, of cocain have been overestimated. Its ef- 
fects seem to be limited to the site of application; moreover, they 
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are sometimes annoyingly transient and variable, even in the same 
vatient on different occasions. On the other hand, it is surprising 
ow the exercise of patience and tact will at times establish a COn- 
dition of tolerance even in a most unpromising subject. Cocain 
toxemia in my experience is extremely rare, although I use the drug 
with the utmost freedom. In former times a patient would occasion 
ally become faint from surgical shock of an operation, or even from 
nervous excitement during an examination. Nowadays similar cases 
are erroneously attributed to cocain. I do not wish to be unde 
stood as recommending its unrestricted use, or entrusting it to pa 
tients. The latter practice seems to me e espec ially reprehensible. 
In a certain portion of eases cocain fails to abolish sensation, ana 
general anesthesia may be required. The difficulties and dangers 
of endo-laryngeal manipulations are vastly increased in the latte 
condition, 

‘he catalogue of articles which have found their way into the upper 
air passages at various times is extremely voluminous. The hero of 
my history selected a somewhat unusual one. His case is also re 
markable for the comparatively trifling disturbance the invad 
caused, and for the ultimately favorable result of operative inte1 
ference. 

**A boy, 7 years of age. was brought to me in February, 1897, wit! 
aphonia, said to be due to the prese nee in toy larynx of a metallic 
shoe-hook, or fastener. The lad was in exeellent general condition. 
and no other symptoms of any kind were presented. The fathea 
stated that the boy inhaled the foreign body five weeks previously. 
Immediately there was a violent attack of coughing and dyspnea, 
which subsided in a few moments. With the exception of the loss 
of voice and whistling respiration, during sleep, there was nothing 
to suggest that the hook had entered the larynx. A week was spent 
in attempts to restore the voice by means of ms electrie current, 
when the patient came under the care of Dr, J. F. Pratt. of Bing- 
hamton, New York, who promptly 2 Bos re ‘a the foreign body in 
the right ventricle of the larynx, near the anterior commissure. At 
that time an enlarged tonsil interfered very much with m: inipula- 
tions, and it was excised. Numerous attempts at removal, both with 
and without ether, as well as by means of the so called ‘autoscope’ 
of Kirstein, were unsuccessful. It became apparent that an external 
operation would be required, and the boy was accordingly sent to 
New York. A very few trials convinced me that extraction through 
the mouth would be impracticable; therefore, on February 13th, six 
weeks after the accident, ether was given preparatory to opening the 
larynx. Before proceeding I made a final trial of Kirstein’s instru 
ment, but without success. It would not be fair to hold the instru- 
meut responsible for my failure, which was attributable rather to my 
own clumsiness and lack of familiarity with it. and to a somewhat 
imperfect light at my disposal. Subseque nt experiments with the 
“autocope ’ have persuaded me of its value in some cases, but have 
not seemed to me to substantiate the claim of its inventor. The re- 
moval of the hook was accomplished without noteworthy incident. 
The incision included the second ring of the trachea and the lowe1 
half of the thyroid cartilage. The foreign body could be plainly 
felt, and fin: ally seen through the tracheal wound quite firmly mear- 
cerated in the swollen tissues of the right ventricle close to the an- 
terior commissure. It was gently loosened by means of pressure 
with the finger tip, care being taken to avoid unnecessary damage. 
The parts were replaced and held with three dee p silk sutures, a 
trachea tube being left at the lower angle of the wound for 36 hours. 
The wound healed within two weeks, and the patient was discharged 
still aphonic, but breathing naturally and in good general condition. 
At this time the larynx was still hyperemic. The vocal bands did 
not come together well on phonation, partly, at least, in consequence 
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of the presence of a nodule of granulation tissue at the site of the 
laryngeal wound. The bands were intact. Several weeks passed 
without any improvement in the voice, and the parents became so 
anxious that they were tempted to adopt a course of local treatment 
which had been suggested. Fortunate I , l believe, the *y concluded 
to follow the advice I had given them from the first, ‘not to meddle, 
and in about ten weeks after the operation the lad surprised him- 
self by making a loud noise. He was so delighted that he kept on 
using his larynx, and in a very few days he ‘regained absolute con- 
trol of the organ. 
This case may be looked upon as a striking demonstration of the 

value of expert use of the larygoscope. U ntil the mirror was em- 
ployed the presence of the foreign body in the larynx was not 
proved. Had there been any need, the situation of the object un- 
doubtedly might have been shown by means of the fluoroscope. The 
result of the operation is instructive and encouraging, as an illus- 
tration of the comparative superiority of partial laryngo-fissure. 

My attention was first drawn to the advantage of this me ‘thod by an 
article by D. N. Knox in the Glasgow Medical Journal, April, i883. 
The upper. segment of the thyroid cartilage not being disturbed, 
e.act reposition of the parts is feasible. Hence, provided the me- 
¢hanism of the larynx has not been irreparably ‘dam: iged, there is 
much more fovorable chance for recovery of the voice than after 
complete division of the cartilage. In watching the progress of this 
case the question has often rec urred: How far is it judie! ious to pro- 
long efforts at removal by the naturai passages? The two objects 
we had in view—first, the removal of the foreign body, and, second, 
to preserve the voice—were accomplished, and ‘the final result would 
seem to justify the course pursued under the circumstances, although 
it is possible that early intelligent attempts at extraction through the 
mouth might have been succe sssful. 


Acute ge agg Stenosis +4 the Larynx; Intubatien; Re- 
covery. By J. O’Dwyer, M. D., New York. 


There is still much difference of opinion regarding the value of 
intubation in the various forms of acute stenosis of the larynx in 
adults. Several causes contribute to this, the mos’ important of 
which is inexperience. Cases of this nature are comparatively rare, 
and for this reason the manipulative skill necessary to intubate 
rapidly is seldom acquired. The operation is also much more diffi- 
cult in adults than in children, and asphyxia is more liable to occur 
from prolonged attempts at introduction, in the former than in the 
latter. The disastrous results following the use of children’s tubes 
in adults, many cases of which have been reported, have also served 
to bring discredit on the operation in this class of cases. 

The following case illustrates the relief which may be given by a 
tube of suitable dimensions: 

‘On April 11th, 1897. I received an urgent eall from Dr. I. W. 
Zwisohn to intubate a woman, aged 40, who was reported to be in 
imminent danger of suffocation from obstruction in the larynx. I 
found the patient suffering from severe dyspnea, and immediately 
inserted a heed rubber adult tube of medium size, with complete 
relief. The first symptom of disease of the larynx had begun only 
three days previously with hoarseness, croupy cough and painful 
deglutition ; on the second day the voice was lost, dyspne a was be- 
yinning, and there was complete inability to swallow anything. 

‘he patient spent the night preceding my visit sitting up in bed, 
and BE cwrmnal no sleep, owing to the severity of the dyspnea. A 
deep tertiary ulcer was discovered on the posterior wall of the 

yhary nx, and several old cicatrices existed in the same region. 
Severe nocturnal heedaches had also been complained of for several 
months. Some hours after intubation Dr. W. K. Simpson made a 
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careful laryngoscopic examination, and reported intense swelling 
and redness of the arytenoids, ary-epiglottic folds, and epiglottis, 

without any evidence of ulceration in the parts that were visible. 

The swollen tissces partially overlapped the head of the tube, and 
secondary dyspnea from the cause was anticipated. It occurred 20 
hours after intubation, and the attendant, as instructed, removed 
the tube by pulling on the string which was left attached for that 
purpose. One hour and a half later I inserted a larger tube, which 
gave complete relief. This tube was allowed to remain in position 
for ten days, after which there was no return of the obstruction. 

‘Owing to the patient’s complete inability to swallow even a drop 
of water, feeding by the stomach tube was resorted to before intu- 
bation, and was continued afterward, with the addition of 15 grains 
of the iodide to each feeding; under this treatment the severe head- 
aches promptly disappeared. One month after the removal of the 
tube there was still complete aphonia, and the vocal cords were 
found to be fixed in the semi-abducted position, arytenoids swollen 
and red. At the present writing, over four months from the first 
intubation, the patient is in perfect health, with only slight impair- 
ment of the voice remaining. 

‘The transverse diameter of the head of the tube used in the first 
instance was three-quarters of an inch, that of the other a little less 
than seven-eighths of an inch. In other words, less than one-eighth 
of an inch in the size of the head of the tube made all the difference 
between urgent dyspnea and complete relief. Had no larger tube 
been at hand, trache otomy would have been required in less than 24 
hours from the first intubation,” 

Intubation will relieve dyspnea due to any form of acute stenosis 
of the larynx in adults as certainly and as promptly as it does in 
children, provided a tube of proper size and construction ean be in- 
troduced. But this is not always possible. For instance, in certain 
forms of phlegmonous inflammation of the throat, ineluding the 
larynx, the mouth cannot be opened widely enough to permit the 
guiding finger to reach the epiglottis, in which case intubation 
should not be attempted. In very stout persons with prominent 
cheeks the same difficulty of reaching the epiglottis may oecur, but 
in the latter the mirror could be used as a guide, while it would be 
useless in the former. 

Eucain as a Local Anesthetic in the Surgery of the Throat, 

Nose and Ear. By W. Jobson Horne, M. A., M. B., Camb., 

M. R. C. P., Lond.; and Macleod Yearsley, F. R. C. 8., Eng. 


In a preliminary communication upon this sebject, published in 
the British Medical Journal of January 16th, 1897, we described our 
experiences with eucain hydrochloride in relation to the surgery of 
the throat, nose and ear. The number of cases then recorded was 
32, and, although that number was small, the results obtained and 
the debatable ground opened up was sufficiently encouraging to 
justify further reseach, and we now offer to the meeting of the Brit- 
ish Medical Association the conclusions to which the investigation 
has so far led us. In order to do so we awe taken from our notes 
the first hundred consecutive occasions upon which the drug was 
used. deeming that number sufficient to i ustrate our remarks. 

Before describing our further experiences, however, it will be well 
to recall those forming our earlier communications. After a sum- 
mary of the work of Vinci, Liebreich, Berger, Charteris, Deneffe, 
Foster, and others, we indicated that the points on which attention 
should be directed were: (1) The strength of solution required; (2) 
the rapidity, intensity and extent of the anesthesia; (3) the general 
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and local action upon the circulatory system; (4) the after effects. 
In investigating these, other points presented themselves; the amount 
of hemettine e following operation done under its influence; the 
question of & eremia or ischemia as a result of its application to 
the turbinate bodies: and the occurrence of ieemennd salivation 
from its use. These new points required further consideration, and 
we have paid particular attention to them, side by side with what 
may be called our four cardinal points, in our endeavor to decide 
upon the utility of eucain. 

As regards the strength of the solutions, those used were 2, 5 and 
8 per cent.. applied by instillation (ear), swabbing (throat), and on 
pledgets of cotton wool (nose). These methods of ——— be- 
ing, in our opinion, satisfactory, we have not altered them. The 
anesthesia we found as efficient as that of cocain. In speakingof the 
action of eucain upon the circulation, we stated that our investigations 
were notconclusive. In3 cases unpleasant after effects were noticed; 
these could be fully explained by other factors presnt. The effects 
upon the pulse appeared to be nil, or very slight. Other observers 
had remarked upon the drug causing hyperemia of the turbinate 
bodies, and we were, consequently, somewhat surprised to find it 
caused ischemia, although an ischemia not comparable to that of 
cocain. We noted, also, that hemorrhage following operation under 
its influence was less than that after cocain, and never excessive. 
We pointed out, also, the effect of eucain upon the salivary secre- 
tion, as a phenomenon likely to detract from its usefulness in ope- 
rations upon the oral cavity. but one requiring further investiga- 
tion. 

With the exception of the three cases already referred to, we had 
not noted a single instance of what might be called a toxie effect of 
the drug, and we found that patients who had experienced the after 
effects of cocain did better under eucain, and preferred it to the 
former drug. 

Before passing to our further experiences wish to refer to the work 
of Hobday' in the clinic of the Veterinary College, which has ap- 

eared since our first communication. This observer used eucain in 
cases, and some of his conclusions are as follows: The toxie dose 
of eucain is larger than that of cocain; for operations upon the 
cornea it compares very favorably with cocain, although anesthesia 
is less rapidly produced; injected subcutaneously, or applied locally 
to parts other than the eye, it is not by any means so good as cocain: 
a mixture of cocain and eucain possesses the better anesthetic prop- 
erties of cocain, and can be tolerated in larger doses than cocain 
alone. As regards the safety limit of the subcutaneous dose of 
eucain he found that in the case of the cat or dog it was about one- 
fifth of a grain to each pound of body weight. Four grains of eueain 
produced toxic symptoms in a dog of 12 pounds weight, but the ani- 
mal eventually recovered, whereas such a dose of cocain would cer- 
tainly have caused death. In a eatin which local anesthesia was at- 
tempted by one grain of eucain in solution no toxic symptoms 
followed, but by a mistake a couple of days later a grain of cocain 
produced in the same animal toxic symptoms and death. The toxic 
symptoms are not noticeable so rapidly as those of cocain; hyperesthe- 
sla is present, but not to such an extent; the rectal temperature rises, 
salivation takes place, but is not so thin and watery as with coeain, 
and gulping movements are not so well marked. Similar clonic 
involuntary spasms take place as with cocain, but at much longer 
intervals, and the animal becomes prostrate; respiration is accele- 
rated; in the cat the pupil certainly becomes widely dilated; con- 
sciousness is not lost until shortly before death, and there is not the 


1 Journ. of Com. Pathology and Therapeutics. March 19th, 1897; Brit- 
ish Medical Journal Epitome, pp. 91-92, June 5th, 1897. 
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same peculiar quietness and absence of moaning which is so char- 
acteristic of cocain. In one case death appeared from cardiac fail- 
ure, as there were a few distinct respiratory efforts after the heart 
had ceased. 

Post-mortem appearances show nothing very pathognomonic: if 
examination takes place within a short time after death the back of 
the pharynx, esophagus, and in some cases the stomach as well, are 
found full of frothy mucus, but if the post-mortem examination be 
delayed some hours even this will have disappeared. 

Dr. J. Gibb, of Philadelphia, sums up in the Philadelphia Poly- 
clinic of January 23d, 1897, his observations upon the drug as follows: 
(1) Eueain is equal to cocain in its anesthetic effects. (2) Eueain is 
nearly, if not quite, as effective as cocain in reducing engorged tur- 
binates. (3) Eueain is superior to coeain in that it is much less 
likely to produce toxic symptoms. (4) Eucain is superior to cocain 
in that it produces far less unpleasant subjective symptoms, and 
especially is this true in the pharynx. 

Rullowine our previous classification, the first hundred consecu- 
tive occasions on which we have used the drug may be grouped as 
follows: 


A. Examinations:— 
0” a ere eae eee ee 
2. Laryngoscopy and posterior rhinoscopy-- 
B. Operations :— 
1, Ear. 
Myringotomy- 
Furunele _____- 
Aural polypi 
Curetting - i 
Eustachian catheterization___- 
2. Nose. 
Galvano-cautery 
Spurs-_- 
Polypi 
Other growths- 
Turbinectomy -- 
3. Throat. 
Tonsillotomy 
Post-nasal growths. _-_-_-- : 
Galvano-cautery to granular pharyngitis 
Endo-laryngeal operations raat 


100 


Not one of the several points we have investigated in endeavoring 
to ascertain the value of eucain can be described as settled. The 
question must be one for time and experience; and the present com- 
munication does not attempt to do more than lay before the meeting 
further clinical evidence of what uses the drug can be put to in our 
special branch of medicine. 


THE STRENGTH OF THE SOLUTION REQUIRED. 


Pure eucain is very little soluble in water, but the hydro-chloride 
obtainable in the form of 5-grain soloids is readily soluble in water 
at room temperature to the extent of 10 per cent. At first the solu- 
bility of the soloids presented some difficulty, but this has been 
completely overcome, and we now find the 5-grain soloids of eucain 
hydro-chloride the most practical form in which to obtain the drug 
for the preparation of fresh solutions. One of these added to 110 
minims, or approximately, 2 drachms of water at room temperature, 
will readily give a 5 per cent. solution, or two soloids added to the 
same amount of water will yield a 10 per cent. solution. 
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Two solutions of these strengths will be found quite sufficient for 
the purposes we have tabulated. For the ‘examinations referred to 
in the table a4 per cent. solution was used, and as we have already 
remarked in our preliminary communication, a 2 per cent. solution 
at times is sufficient. For operations an 8 per cent. solution was 
found sufficient, and making allowance for the fact that the drug we 
then had in use did not remain in solution to the extent of more than 
6 per cent., the solutions we used were hardly equivaledt to 8 per 
cent.; a 10 per cent solution freshly prepared in the way we have 
indicated, will probably be found sufficient for the pe rformance of 
the operations commonly done under a local anesthetic. 

Boiling we found to be in no way detrimental to the solution. It 
is not intended to discuss in this paper the merits of a mixture of 
eucain and coeain. 

THE "RAPIDITY, INTENSITY, AND EXTENT OF THE ANESTHESIA 
PRODUCED. 


Before a drug can make good its claim to being an ideal local 
anesthetic, it must fulfil three conditions; it must be the means of 
reducing the patient’s pain to a minimum, of increasing the oper- 
ator’s facilities to a maximum, and it must cause no unpleasant ef- 
fects during its application or afterward. And before condemn- 
ing a drug as not fulfilling these conditions, it is well to take into 
consideration the method of applicz om, the temperament of the pa- 
tient, and the skill of the operator. on the method of applica- 
tion of the drug will largely depend a ie degree of anesthesia pro- 


duced, and consequently the degree of comtort afforded the pa- 
tient, and the facilities to the operator. Eucain has been de- 
scribed by some as not such a good anesthetic as cocain; it is pos- 
sible that with experience we may incline to the view that propor- 
tionately as it is less toxic it is less powerful, but at present we 


have found it efficient, and as this may be due to the method of ap- 
plication, it may not be amiss to enter into further detail on this 
point. 

In the case of the ear, a few drops instilled and ke ‘4 7 contact 
with the part to be operated upon by inclining the head, is far more 
efficient on the insertion of a ple dget of cotton wool saturated in 
even a stronger solution and placed in the meatus. It is important 
that the meatus should be as clean as possible; inspissated pus or 
dead epithelium prevents proper contact with the tissue to be anes- 
thetized. 

Now, as can be readily understood, the reverse is more efficient in 
the case of the nose. A spray blindly used in the nares, or however 
skilfully played upon the part to be treated, will not produce so uni- 
form an anesthesia as a saturated pledget of cotton wool carefully 
adjusted. Speaking generally, a globular pledget introduced on for- 
ceps is not so efficacious as one spindle-shaped. A spindle-shaped 
yledget, an inch to an inch and a half in length, can be conven- 
1ently made by lightly wrapping absorbent wool around the tapering 
end of a whalebone probe, which after being dipped in an 8 per 
cent. solution of eucain, can be slipped into the nose so as to lie par- 
allel with the turbinate body in its entire length, the pledget being 
steadied with the points of forceps while the whalebone probe is 
withdrawn. We find that the annethesla thus produced is sufficient 
for the application of the galvano-cautery, or even to do a partial 
turbinectomy. To the tonsils, fauces, soft palate, or pharynx, the 
drug is best applied by s rabbing with pledgets of cotton wool. For 
endo-laryngeal operations, anesthesia was obtained by dropping the 
drug on the part to be treated from a curved syringe. 

These different applications require more care, and perhaps more 
trouble than general haphazard spraying, but the trouble taken is 
amply repaid bythe anesthesia produced. Moreover, sprays involve 
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a waste of the drug, and in the case of coeain, are no doubt respons- 
ible for some of the toxic cases. 

It will be noted that no mention is made of brushes. Brushes 
eannot be cleansed, and on that ground are to be condemned. Sy 
the temperament of the patient, we mean that combination of men- 
tal and physical characteristics which may aid the operator, or the 
reverse; and it must be within the experience of all of us to have 
met with patients developing toxic symptoms under cocain which 
could not be entirely attributed to the drug. The different effects 
eucain and cocain may: have on the same individual we shall have 
occasion to revert to in discussing the after effects and the toxie 
properties. 

A ‘TION UPON THE CIRCULATION. 

General—After making allowance for mental influence we found 
that the pulse was not materially affected in either rate or character, 
by the solutions we had in use. So far we have not met with a case 
in which the drug per se¢ influenced the eardiae action. 

Local—It has been stated that eucain induces hyperemia, and on 
this account the drug is inferior to cocain, which produces an isch- 
emia so serviceable in investigating diseases of the nose. Upon the 
application of a 5 or 10 per cent. solution of eucain to the mucous 
membrane, hyperemia will occur as an immediate result; this is in 
the majority of cases but an initial blush, rapidly passes off. and 
gives place to an ischemia, which, as seen in the nose, is generally 
less marked than that produced by cocain. Upon a further applica- 
tien, there is no recurrence of hyperemia, and the ischemia may be 
increased. In no case have we met with excessive or unexpected 
hemorrhage following operations done under eucain anesthesia, 
such as is not uncommonly met with after the use of cocain; this is 
no doubt accounted for by the action of eucain upon the peripheral 
vessels already alluded to. 

Salivation—In our previous communication we noted the oceur- 
rence of increased salivation. We have further investigated this 
point, and have found that eucain in the presence of an acutely in- 
flamed tissue (for example, acute tonsillitis, or pharyngitis. active 
laryngeal tuberculosis, etc.,) is followed by an increased flow of 

saliva; but in the prese nce of a diseased but not actu: uly inflamed 

tissue, such as hypertrophied tonsils, ete., this effect has not been 
noticed. The increased fiow of saliva is but initial after the first 
appligation; a further application can be made without leading to 
similar effects. In the absence of any better explanation it seems 
reasonable to associate the increased salivation with the initial hy- 
peremia. This conclusion receives further support from an exper- 
iment made upon one of ourselves while suffering from an attack of 
parotitis. 

One parotid gland had become infected from the adjacent sub- 
maxillary, and after the swelling had reached its height and while 
the parotid was subsiding, a 10 per cent. solution of eucain was ap- 
plied to the tonsil and mucous membrane of the mouth on that side. 
This was immediately followed by throbbing and incre y «dl swe lling 
of the inflamed gland; the tonsil was also enlarged and subacutely 
inflamed at the time. The throbbing and increased swelling grad- 
ually passed off, and, together with the increase of saliva, ceased by 
the time anesthesia was established. 

This action of eucain upon the salivary glands, with exceptional 
eases, need not be a bar to operating under eueain anesthesia. 

A fter-effects—As regards the disturbances of sensation following 
the anesthetic action of the drug, more particularly in the case of 
the pharynx, these are not only less unpleasant and less marked 
than those produced by cocain, but more transient, and, speaking 
generally, after the lapse of an hour from the time of app shies ‘ation, 





214 SOCIETY PROCEEDINGS. 


the subjective sensations may be described as normal. Those who 
have experienced the effects of both drugs, have expressed a de- 
cided preference for eucain. 

Passing to a comparison of the toxic potentiality of the two drugs, 
we are atte to supplement those cases in our preliminary paper, in 
which operations had to be abandoned on account of an idiosyn- 
crasy for cocain, but had been practical under eucain, by quoting a 
ease which came under our notice in a medical man: 

A 10 per cent. solntion of cocain was applied to the right naris for 
a galyano-cautery operation. In two minutes the patient was much 
excited, gesticulating and talking loud and fast; three minutes 
later this gave place to great depression; the pulse became weak, 
slow, and _ slightly irregular, and there was a feeling of oppression 
in the cardiac region. e gradually recovered on lying down, but 
complained of tingling and numbness in the calves of the legs, and 
a feeling of great weakness in the back, which lasted the remainder 
of the day. 

Four months later an 8 per cent. solution of eucain was used fora 
similar purpose. The pulse remained the same in rate and charac- 
ter throughout. Anesthesia was sufficient for the galvano-cautery. 
The only after-effect noticed was ‘‘a hot taste’’ at the right side of 
the pharynx, lasting fifteen minutes. 

Were eucain to be of no further service than to act as an efficient 
substitute in cases such as we have mentioned in which an _ idiosyn- 
erasy for cocain precluded an operation, even then this new local 
anesthetic could not be regarded otherwise than of importance. 

So far in our experience with eucain, we have not met with a case 
in which a single symptom supervened in the least way seggestive 
of a toxic effect of the drug. 


On the Physlological and Pathological Relations Between 
the Nose and the Sexual Apparatus of Man. By John 
Noland Mackenzie, M. D., Baltimore. 


Physiological—That an intimate physiological relationship exists 
between the sexual apparatus and the nose, and especially the intra- 
nasal erectile tissue, is sufficiently evident from the following facts: 

I.—1. In a certain proportion of women, whose nasal organs are 
healthy, engorgement of the nasal cavernous tissue occurs with un- 
varying regularity during the menstrual epoch, the swelling of the 
membrane subsiding with the cessation of the catamenial flow. 

2. In some cases of irregular menstruation, in which the individ- 
ual oceasionally omits a menstrual period without external flow, at 
such times the nasal erectile bodies become swollen and turgid, as 
in the periods when all the external evidences of menstruation are 
present. 

3. The monthly turgescence of the nasal corpora cavernosa may 
be bilateral or confined to one side, the swelling appearing first in 
one side, and then in the other, the alternation varying with the 
epoch. 

4. The periodical erection may be inconsiderable and give rise to 
little or no inconvenience, or, on the other hand, the swollen bodies 
may occlude the nostril and awaken phenomena of a so-called re- 
flex nature, such as coughing, sneezing, ete. 

5. In some cases there seems to be a direct ralationship between 
the periodical engorgement of the nasal erectile bodies and the phe- 
nomena referrable to the head that so often accompany the consum- 
mation of the menstrual act. 

6. As a natural yee ey of the phenomena above described 
the nasal mucous membrane becomes, at such periods, more sus- 
ceptible to reflex-producing impressions, and is, therefore, more 
easily influenced by mechanical, electrical, thermic, and chemical 
irritation. 
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7. The conditions (engorgement and increased irritability of the 
nasal mucous membrane) indicated above, together with the phe- 
nomena accompanying them, are also found during pregnancy at 
periods corresponding to those of the menstrual flow. There is also 
reason to believe that similar phenomena occur during lactation and 
the menopause. 

I.—The Presence of Vicarious Nasal Menstruation. (a) It is a fa- 
miliar fact that women are occasionally found in whom the men- 
strual function is heralded or established by a discharge of blood 
from the nostrils. This hemorrhage, which may be accompanied by 
other phenomena referable to the nose, such as sneezing, etc., may 
be re Fo ‘ed afterward by the uterine flow, but sometimes continues 
throughout the menstrual life of the individual. In the latter case, 
some malformation or derangement of the sexual apparatus seems 
to be usually, though not always, responsible for the nasal flow. 

(b) Epistaxis also oceurs, now and then, from the suppression of 
the normal flux. This was considered as a favorable sign by Hi- 
pocrates, and by Celsus, who followed closely in his footsteps. 

(¢) Hemorrhage from the nose may occur as the vicarious repre- 
sentative of menstruation during pregnancy; toward the close of 
menstrual life, as the premature or normal he rald of the menopause; 
or it may be observed as a recurring phenomenon after the estab- 
lishment of the change of life, or after the removal of the uterus 
and its appendages. 

(d) These vicarious hemorrhages are, moreover, not confined to 
women, but make their appearance not infrequently in boys at or 
near the age of puberty, or upon the full development of their sex- 
ual powers. 

.—The well known sympathy between the erectile portions of 
the generative tract and other erectile structures of the body must 
be remembered. There is no reason why the sexual excitement that 
leads to congestion and erection of these organs, as, for example, 
in the ease of the nipple, may not, under similar circumstances, 

—— engorgement of the nasal erectile spaces. 
; —The occasional dependence of phenomena referable to the 
nose hae sexual excitement (such as, for example. epistaxis, stop- 
page of the nostrils, sneezing, and other reflex acts), either from the 
operation of a physiological process (erythism) or during the con- 
summation of the copulative act. 

’.—The ree iproeal relationship between the genital organs and 
the nasal apparatus, is furthermore illustrated by the occasional de- 
pendence of genito-urinary irritation upon affections of the nasal 
passages. Retarded sexual development, too, may possibly depend 
upon the coexistence of nasal defect. 

VI.—It is finally quite possible that irritation and congestion of 
the nasal mucous membrane precede, or are the excitants of the 
eolfactory impression that forms the connecting link between the 
sense of smell and erethism of the reproductive organs exhibited in 
the lower animals, and in those individuals whose amorous propen- 
sities are aroused by certain odors that emanate from the person of 
the opposite sex. 

These facts point conclusively to an intimate physiological asso- 
ciation between the nasal and reproductive apparatus, which may 
be partially explicable on the theory of reflex or correlated action, 
partially by the bond of sympathy which exists between the various 
erectile structures of the body. That a relationship exists by virtue 
of which irritation of the one reacts upon the cire eo and possi- 
bly nutrition of the other, is accordingly rendered highly probable 
by the evidence of clinical observation. If this excitement be car- 
ried beyond its physiological limits, then comes a time, sooner or 
later, when that which is a normal process becomes translated into 
a pathological state, according to a well known law of the economy. 
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Hence it is a priori conceivable and eminently probable, not only 
that stimulation of the generative organs, when carried to an ex- 
cess, may become an etiological factor in the production of conges- 
tion and transient inflammation of the nasal passages, and espéc- 
ially of their cavernous tissue, but that repeated and prolonged 
abuse of the function of these organs may, by constant irrita- 
tive influence on the turbinated tissue, become the starting point of 
chronic changes in that structure. 

Pathological—The following data derived from personal clinical 
observation may possibly throw some light upon the subject: 

I.—l. In a fair proportion of women suffering from nasal affec- 
tions, the disease is greatly aggravated during the menstrual e poch, 
or when under the influence of sexual excitement. 

2. Cases are also met with in which congestion or infiammatory 
conditions of the nasal passages make their appearance only at the 
menstrual period, or, at least, are only sufficiently annoying at that 
time to call for medical attention. 

3. Oceasionally the discharge from a nasal catarrh will become 
offensive at the menstrual epoch, losing its disagreeable odor dur- 
ing the decline of the ovarian disturbance. In many cases of ozena 
the odor is much more pronounced at times corresponding to those 
of the menstrual flow. 

4. Excessive indulgence in venery seems to have a tendency to 
initiate inflammation of the nasal mucous membrane, or to aggra- 

vate existing disease of that structure. There are those, for exam- 
gle. who suffer from coryza after a night’s indulgence in venereal 
excesses, and the common catarrhal affections of the nose are some- 
times undoubtedly exaggerated by repeated and unnatural coition. 

5. The same is true in regard to the confirmed habit of mastur- 
bation. The victims of this vice in its latter stages are constantly 
subject to nose-bleed, watery or mucous disc charge. from the nostrils 
and perversion of the olfae story sense. 

6. The coexistence of uterine or ovarian disease exerts, some- 
times, an important influence on the clinical history of nasal disease. 
This fact has been shown in practice in cases in whie h the nasal af- 
fection has resisted stubbornly all treatment, and in which it has 
only been relieved upon the recognition and appropriate treatment 
of disease of the generative apparatus. The recent researches of 
Fliess seem to indicate that the converse of this proposition is true. 

These observations, therefore, encourage the belief, if they do not 
establish the fact, that the natural stimulation of the re productive 
apparatus, as in coitus, menstruation, ete., when carried beyond its 
normal physiological limits, or pathological states of the se xual appa- 
ratus, as in certain diseased conditions, or as the result of theirover- 
stimulation from venereal excess, masturbation, etc., are often the pre- 
disposing, and occasionally the exciting causes of nasal congestion 
and inflammation and perversion of the sense of olfaction. Whether 
this occurs through reflex action pure and simple, or as the sequel 
of an excitation in which several or all of the erectile structures of 
the body participate, the starting point of the nasal disease is in all 
probability the repeated stimulation and congestion of the turbi- 
nated erectile tissue of the nose. It is highly probable that this 
erectile area or organ, so sensitive to reflex- producing impressions, 
is the correlative of similar vascular areas in the re produe tive tract, 
and that the phenomena observed may, therefore, be explained by 
the doctrine of what we may eall, for want of a better name. reflex 
correlated action. 

Mr. Lennox Browne said that some courage was needed to bring 
forward such asubject with the thoroughness with which Dr, Mae- 
kenzie had treated it; and he felt sure that all would agree in con- 
gratulating the ¢ author. The interesting aural observations of Dr- 
Clarence Blake might be equally well applied to the larynx. Mr. 
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Browne believed that irritation of the sexual organs was just as 
ne mages. Fg ne. more so—a reflex from the nose as the con- 
verse, and.he related a case in which masturbation in a child of only 
4 years of age was promptly cured after removal of adenoids; some- 
what analagous results had been freely reported by others in connec- 
tion with nocturnal enuresis. 

Dr. Bryson Delavan had seen a ease similar to the one reported 
by Mr. Lennox Browne, in which habitual masturbation in a girl 
aged 6, was immediately permanently cured by the removal of an 
adenoid thicke ning at the base of the pharynx. 

Dr. Clarence J. Blake said that an illustration of the points made 
by Dr. Mackenzie was to be found also in the cases of slowly pro- 
gressive impairment of hearing occurring in young and mide lls-aged 
women, a due to tissue changes in the region of the stapes, con- 
sequent upon a suspense of vaso-motor inhibition, and resulting in 
a greater or less degree of stapes fixation, with corresponding deaf- 
ness and cire -ulatory tinnitus. The occurrence, in a large number 
of these cases, of a circumscribed congestion of the stapedal region 
in otherwise normal ears, at the me mstrual period, and particularly 
in cases of dysmenorrhea or under the influence of fatigue and 
nervous overstrain, justified the inference of reflex causation, and a 
reference of the cases to the gynecologist showed that in nearly 80 
per cent. there was some form of pe lvie disturbance, usu: ully a mal- 
position of the uterus with erosion of the os. 


Non-Operative Treatment of Chronic Suppurative Disease of 
the Antrum and Vault of the Tympanum. By Albert H. Buck, 
M. D., New York. 


Recént otological literature is full of treatises which deal with the 
subject of new operative methods for the cure of chronic suppurative 
processes in the vaults of the tympanum and the mastoid antrum. 
Of these operations ossiculectomy (for those cases in which the dis- 
ease is limited toa small area w ithin the tympanum) and the so-called 
Stacke’s operation (for those in which the antrum is also involved), 
are the two representative types. Both of these operations have 
passed the probationary stage, and are now generally accepted by 
otologists as safe and effective surgical proce .dures for the cure of 
the pathologic -al conditions referred to above. Conce ding, therefore, 
as I do the value and the safety of these operations Iam, neverthe- 
less, disposed to believe that they are resorted to in many cases in 
which the simpler cleansing me ‘tthods would be found to be quite as 
effective in curing the disease. 

I should, perhaps, qualify this remark by stating that it has refer- 
ence mainly to cases which are seen in private practice. In the 
treatment of infirmary patients it is not often possible, in large 
cities, to devote at least half an hour twice or three times a week to 
a single ease; and, furthermore, our experience in New York has 
shown that infirmary patients cannot be depended upon to attend 
the institution regulz arly for treatment. But, unless these cleansing 
procedures are carried out in a minute and painstaking fashion, and at 

‘ather frequent intervals (two or three times a week), at best only a 
temporary amelioration of the disease will be secured. I am satis- 
fiied, therefore, that in dealing with this class of patients the otolo- 
gist is quite right in urging the operative rather than the non-opera- 
tive mode of treatment. 

In private practice, however, the conditions are quite different. 
The surgeon can give to this class of cases all the time that may be 
require “d, and the patients themselves can be depended upon to be 
regular in their attendance. Then, again, many private patients 
object strongly to being subjected to an operation which requires 
the use of ether or chloroform as an anesthetic, and may keep them 
confined to the bed or to the house for several days. 
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It is not in every case, however, be it clearly understood, that we 
ean safely offer this choice to a patient. Symptoms may have 
already developed which point to an extension of the disease to im- 
portant neighboring organs, and in that case we must recommend 
strongly the more radical plan of treatment by operation—either 
Stacke’s or the regular mastoid operation. But in most, if not all, 
of the eases in which a simple ossiculectomy is performed, and in 
quite a large proportion of those operated upon by Stacke’s method, 
no such threatening symptoms exist, and consequently we are at 
liberty to deal with the problem before us in a more leisurely man- 
ner. If, in such eases, the opening in the tympanic membrane, 
through which the pus and other products of the disease escape into 
the external auditary canal, is fairly large—say two or three milli- 
meters in diameter—and particularly if it occupies a high position, 
there can be no question about the propriety of giving the cleansing 
method a fair trial. On the other hand, if the opening is small— 

erhaps not more than a millimeter in diameter—or if it oceupies a 
ao position, the simple cleansing method is more likely to fail. 
But even here a limited myringectomy may suffice to overcome this 
drawback, and so place these cases on a par with the others. If the 
pus, however, finds an outbreak through the membrana flaccida, it 
is better to proceed at once to an ossiculectomy (including, of course, 
amyringectomy). The necessity for a Stacke’s operation (or for a 
mastoid operation) in this class of non-urgent cases becomes clear 
when both the cleansing method and a simple ossiculectomy (inelud- 
ing the anvil as well as the hammer) have proved successful in ar- 
resting the foul-smelling discharge. 

As regards the. details of the cleansing method, it is enough to 
state here that it consists essentially of only two steps: (1) The re- 
moval, chiefly by mechanical means, of all granulation tissue, cast- 
off epithelium and detritus from the diseased tympanic cavity of 
antrum; and (2) the destruction, by chemical means, of all patho- 
genie germs. Injections of hydrogen dioxide, through variously 
curved glass tubes, play a very important part in the procedure, not 
simply on account of the germicidal action of this fluid, but largely 
because the active effervescence which at once takes place when it 
comes in contact with decomposing organic material, aids in dis- 
lodging the obstructing substances. When once the cavity has been 
cleared of all these and rendered asptic, powdered iodoform, or one 
of the more recent antiseptic powders (europhen, aristol, ete.), shall 
be introduced in liberal quantity and iol to remain there indefi- 
nitely. This,in brief,is the mode of treatment which I have termed 
the cleansing method. 

In conclusion, permit me to bear further testimony to the benficial 
results which are obtained from the faithful and persistent employ- 
ment of this method. I believe that I do not exaggerate when I say 
that in a decided majority of the cases treated in this manner the 
results have been successful; and I base chis belief, not simply upon 
my own personal experience, but also upon that of other otologists 
with whom I have had an opportunity to compare notes. 





NOTICES OF NEW BOOKS. 


An American Text Book of Diseases of the Eye, Ear, Nose 
and Throat. 


W. B. Saunders, 925 Walnut street, Philadelphia, has now in prep- 
aration An American Text Book of- Diseases of the Eye, Ear, Nose 
and Throat, edited by G. E. de Schweinitz, M. D., and B. Alexan- 
der Randall, M. D. This will be uniform with the other American 
text books already published by this house, and as it promises to 
become a volume of eleven hundred pages, fully illustrated, and 
printed with the excellence characteristic of the Others, it cannot 
fail to meet the approval of all interested. 





Electricity n Diseases of the Nose, Throat and Ear. 


Messrs. G. P. fatnam’s Sons, New York and London, are now 
engaged in publishing tue new work of Dr. W. Scheppegrell on 
‘Electricity in Diseases of the Nose, Throat and Ear.”’ Electricity 
in its various forms is now so extensively used in medicine that this, 


which is the first work on the subject referred to in the title, will 
probably be a valuable production, and its publication is awaited 
with much interest. 
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Dr. O. Seifert has been made Professor at the University 
Wuerzburg. 





Dr. C. Delstanche has been elected president of the Royal Society 
of Medical and Natural Sciences at Brussels. 





F. Spicer, M. D. (Dublin), has been appointed surgeon to the 
Metropolitan Hospital for Diseases of the Throat. 
ee 
Dr. E. Hoffman, private docent of otology and surgery at the Uni- 
versity of Greifswald, has received the title of Professor. 
_————__ o-oo 


H. B. Robinson, M. §., F. R. C. 8., has been appointed surgeon 
to the throat department of St. Thomas’ Hospital at London. 


iiss Siete 

L’ Archivo Italiano di Otologia announces the death, at the age of 
74 years, of Dr. Bianco, specialist to the Deaf Mute Institute at 
Turin. 


—_——_—_—____»-¢-2 ——_— ——_____— 


Dr. E. Sehmiegelow has been appointed director of the newly- 
ereated clinic for throat and ear diseases at the University of 
Copenhagen. 


aun o> nine 

Dr. B. Fraenkel, the Director of the Laryngological Clinie of the 

Berlin Charite Hospital, has been made Honorary Professor Ordi- 
nary at the University. 





A monthly special journal, La Oto.-Rhino.-Laryngologia Espanola, 
is now published at Madrid, under the editorship of Dr. Rafael 
Forns, director of the National Institute for Deaf Mutes. 





P. MacLeod Yearsley, F. R. C. 8., and Richard Lake, F. R. C.S., 
have been appointed assistant surgeons to the Royal Ear Hospital, 
Frith street, Soho, London.—(London Journal of Laryngology, etc.) 


+ 
+> 





The second Spanish Congress of Oto.-Rhino.-Laryngology meets 


220 





NOTES AND ANNOUNCEMENTS. 221 


at Barcelona, September 18-20, 1898. Persons desirous of partici- 
pating should address the general secretary, Dr. Masip, Pelayo 58, 
Barcelona. 





---+ 


The Western Ophthalmological, Otological, Laryngological and 
Rhinological Association will hold its next meeting at Chicago in 
April, 1898. The program, which is said to be most promising, has 
not as yet been officially announced. 


a — 


L’ Archivo Italiano di Otologia, Rhinologia e Laryngologia, founded 
by de Rossi and Gradenigo, will, with the beginning of the seventh 
year, January 1, 1898, be edited by Professor Gradenigo and Profes- 
sor Gh. Ferreri, of Rome, assisted by an able corps of collaborators. 


OG — 


Dr. Schmiegelow, of Copenhagen, informs the Internationales 
Centralblatt fiir Larynqgologie, that if the place designated for the 
monument of Wilhelm Meyer is ready, the dedication will take place 
during the summer; otherwise, it must be postponed to next year. 





The title of Professor has been conferred on the private docents at 
the University of Berlin, Dr. L. Jacobson, who has just publisheda 
second edition of his textbook of otololy, and Dr. Benno Baginsky, 
whose dispensary for ear and throat diseases is well known to Amer- 
icans. 


—_—_——__—_.-@~< _ —_ 


The Italian Society of Laryngology, Otology and Rhinology will 
hold its third biennial meeting at Rome, October 28-30, 1898. The 
program consists of the address of the president, Prof. Grazzi, 46 
papers and the following reports: 

1. G. Ferreri (Rome): On the Value of Autopsy in the Diagnosis 
and Treatment of Laryngeal Affections. 

2. Gradenigo (Turin): Adenoid Vegetations. 

3. Masini (Genes): The Physiology of the Middle Ear. 


——_——_+--e- 


In the February number of Pediatrics there appeared a note- 
worthy review of the life and character of the late lamented Dr. 
O’Dwyer, by Dr. A. Jacobi, of New York. He refers to the discov- 
ery and history of Intubation as follows: 

From 1880 to 1885 he thought, experimented, labored, and im- 
proved incessantly. Not being acquainted with the previous at- 
tempts by Dessault, Dieffenbach, Horace Green, and Loiseau, at 
reaching the larynx and trachea, and with the ill received and rejected 
*‘tubage’’ of Bouchut as far back as 1858, he had to find his own 
way, often discouraged, but always hopeful. His first reports, in 
1885, covered the results obtained in fifty-five acute cases; but at 
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that early time he suggested what afterward proved true. That in- 
tubation offered the best chance of success in the treatment of many 
chronic stenoses. Indeed, at the international congresses of Wash- 
ington and of Berlin, he could present successful cases of intubation 
performed both in acute and in chronic laryngeal obstructions. A 
ease of ‘‘congenital stenosis of the larynx’’ was reported by him to 
the American Paediatric Society, at Washington, May 4, 1897. It 
appeared after his death in the January number of the Archives of 
Pediatrics, 1898. 

His first publications on intubation of the larynx in croup saw the 
light in the New York Medical Journal of 1885. They were followed 
by others in the New York Medical Record in 1886. But it was only 
at and since the meeting of the Medical Society of the State of New 
York in 1887, that his labors were appreciated at their full value. 
Shortly after, the stated meeting of the New York Academy of Med- 
icine of June 2, 1887, was arranged for the reading of papers on in- 
tubation in croup by Dr. O’Dwyer and others who had ample exper- 
ience with it. They were accompanied with an array of many 
hundreds of well-observed cases, and established the claim of intu- 
bation as ‘‘one of the great advances of medical discoveries.’’ The 
president of the academy could at that time predict for O’Dwyer’s 
procedure a safe permanency, and for him everlasting fame. 

This prophecy has come true. After some hesitation in many 
foreign countries intubation has conquered its place to such an ex- 
tent that tracheotomy in croup is, at present, rarely performed. 
Among the many good and true medical men who have earned a 
national and international reputation there is none in modern times 
whose name will more certainly be forever connected with the his- 
tory of the art of healing croup than that of O’Dwyer. He never 
claimed a position as a universal scientist of high rank or as a great 
public teacher, but he set his sympathetic heart and his ingenious 
brain to work upon the task of saving suffocating infants and child- 
ren—and succeeded. Indeed, nobody’s labor and teaching have been 
so instrumental in saving thousands from imminent death as those 
of O’Dwyer’s. It is safe to say that no American name has been so 
often and so approvingly quoted in the recent medical literature of 
the world as his. More: Whenever the records of diphtheria are 
written up, there will be four names at the head of those who de- 
serve the places of honor, Bretonneau, Trousseau, Behring, and 
O’Dwyer. They have scattered much of the terror inspired by the 
very name of diphtheria. No disregard of historical studies, too 
common among us, will ever efface the name of Joseph O’Dwyer 
from the memory of medical men all over the world. It will be one 
of those of whom Americans will have reason to be most proud. 

“Ts life worth living?’’ That question has often been asked, and 
has been answered in different ways. It is true, individual life is of 
some value to somebody, if only tothe possessor. In a broader sense, 
and in the intellectual world, only those lives should be considered 
worth living that prove to be of universal benefit and are apt to 
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teach lessons. O’Dwyer’s life and work are apt to teach two les- 


sons. 

To him renown came, though he never claimed all his lifetime to 
be anything but a general practitioner. He never thought of rais- 
ing the flag of any specialism either for the sake of money or of 
repute. The latter came through his work, which was earnest, en- 
thusiastic, and persistent. Never was a man more so, nor more 


modest, unassuming, even retiring. 

He worked many years in silence, if not in secrecy, before daring 
or consenting to make public either his labors or his success; when 
he finally spoke, fame came to him such as any man may covet. 
Let those who rush into print before they have anything to say, and 
are disappointed when they never attain undeserved celebrity, heed 
his example. Fleeting notoriety may be snatched by push and 
slamor; permanent glory is attained only by earnest, honest, modest 
labor, such as O’Dwyer’s. 








